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HERE has been no more interesting chapter 

in the development of modern surgery than 

that of the surgical treatment of gastric and 
duodenal ulcers. It has probably been more in- 
teresting because it is not entirely a surgical sub- 
ject, such as gall-stones, intestinal obstruction, 
hernia, fibroid tumors, or cancer, but is a field 
claimed, with some justification, by the medical 
man. Not only has the rivalry thus engendered 
helped to give zest to this subject, but also the 
acknowledged fact that gastric ulcer is not in- 
fluenced alone by mechanical conditions, and that 
the actual cause and nature of gastric and duod- 
enal ulcer has been so elusive as to evade the 
searchings of the scientist, even up to the present 
time. 

We are accustomed to look upon surgery for 
the treatment of gastric ulcer as something very 
new, while, as a matter of fact, Rydygier (1), as 
early as 1881, excised an ulcer on the posterior 
gastric wall which was adherent to the pancreas. 
The patient made a good and permanent recov- 
ery. This was followed in 1882 by transgastric 
excision of large ulcers on the posterior wall of the 
stomach by both Czerny (2) and VanKeef (3). 
Among other Continental surgeons Schuchardt 
(4), Roux (5), Mikulicz (6), Novarro, and Maydl 
had performed excision of gastric ulcer until 
Comte (7), of Geneva, in 1885, was able to gather 
from the literature 38 cases of excision Of gastric 
ulcer, with 9 deaths, and with cure or great relief 
in the 29 cases which recovered. 

But the first brilliant surgery for gastric ulcer 
was reported by the eminent French surgeon, 


Doyen (8), before the German Congress of Surgery 
in 1895. At this time he reported 21 consecutive 
gastro-enterostomies by himself without a death 
and 12 gastro-enterostomies by other surgeons, 
with one death — 3 per cent in all. In most of 
the cases there was a conspicuous improvement 
or an entire cure. Doyen considered at that 
time that the operation cured by abolishing the 
reflex spasm of the pylorus, which he believed 
was the chief factor in causing dilatation, hama- 
temesis, and perforation. But the operation of 
gastro-enterostomy was understood before Doyen’s 
work. Wolfler and Billroth both performed the 
anterior operation as early as 1881, and Von 
Hacker introduced posterior gastro-enterostomy 
in 1885. Billroth (18), January 25, 1881, per- 
formed the first successful pylorectomy for cancer, 
and both he and Czerny, as well as other German 
surgeons, strongly advocated early pylorectomy 
for non-malignant ulcerations, from the very be- 
ginning, and pylorectomy was actually performed 
for gastric ulcer several times in the late 80’s and 
early 9o’s, according to Greig Smith (12), one of 
the most alert abdominal surgeons of his day, 
who set forth in a very complete way the status 
of the surgery of gastric ulcer in his book in 1897. 
From this it is clear that practically all of the 
fundamental steps which have been found useful 
in the later development of the surgical treat- 
ment of gastric ulcer were suggested and carried 
out in Continental Europe long before this 
time. Among these procedures may be men- 
tioned (by way of recapitulation) the simple 
excision of ulcer, transgastric excision of ulcer, 
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resection of the pylorus for ulcer, exploratory 
gastrotomy, local treatment of ulcer, anterior 
gastro-enterostomy, posterior gastro-enterostomy, 
pyloroplasty. 

Here, however, after having furnished the fun- 
damental ideas for the surgical treatment of 
gastric ulcer, the Germans, because of the great 
mortality accompanying the methods then in 
vogue, let the advancement of surgical treatment 
pass over to the hands of the practical American 
and English surgeons to work out the refined 
technique. Their methods decreased the mor- 
tality to a point where the operations seemed 
justifiable, for it was during the go’s that Senn 
brought out his bone-plates, Mayo Robson the 
bone bobbin, Murphy his button (10), Maunsell 
his through-and-through suture, the elder Con- 
nell his suture; and it was about rgor that 
Gregory Connell put on the finishing touch by 
perfecting and popularizing the through-and- 
through suture and demonstrating by experi- 
mental surgery that it was perfectly safe. 

It was at this point, from 1900 to 1902, that 
the practical clinical surgeons headed by Robson 
and Moynihan, in England, and the Mayo 
brothers, in this country, took up the work that 
had been done by the Continental surgeons and 
began to standardize it. It is probable that 
Mayo Robson was one of the first to make a suc- 
cessful clinical application of surgery to ulcer. 
In Mayo’s papers the first reference to the sur- 
gical treatment of gastric ulcer per se, was men- 
tioned in his paper “Surgical Treatment of 
Diseases of the Stomach,” February, 1900. In 
this paper he reported his first two cases of gastro- 
enterostomy for relief of open ulcer, with satis- 
factory results. In rgor he reported rr cases of 
gastro-enterostomy for open ulcer, with one 
death, using the Murphy button. It was about 
this time that Finney proposed his pyloroplasty, 
which is undoubtedly the most original and 
valuable single step that has been taken in gastric 
surgery by an American. It was about this time, 
also, that Moynihan, then Robson’s assistant, 
came on the scene with his brilliant work. He 
first introduced the holding-clamps into this 
country in 1903, and from that time on held the 
same relative position in England that Mayo did 
in this country in the development of the surgery 
of gastric ulcer. 

Mikulicz came over about 1903 and demon- 
strated his modification of the Peterson opera- 
tion, using the short loop. 

Moynihan, in December, 1904, proposed a 
definite plan, in which the jejunum was applied 
to the stomach downward and to the right — 
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named by Mayo “ Moynihan’s line.”’ The writer 
was present when W. J. Mayo did his last long 
loop operation with entero-anastomosis and sev- 
ering the intestine between the entero-anastomosis 
and the gastro-enterostomy, by Doyen’s method, 
and also when he took up the short loop operation, 
similar to the one just described by Moynihan, 
but which he stated had been done by Charles H. 
Mayo, in 1903, just after the visit of Mikulicz. 
This particular operation was then adopted and 
used in the Mayo Clinic until July of the same 
year, when W. J. Mayo, after an extensive study 
of the direction of the jejunum, as a means of 
preventing the then prevalent vicious circle, 
proposed the application of the jejunum to the 
posterior wall of the stomach downward and to 
the left. Moynihan very soon afterward modi- 
fied his original dictum of “downward and to the 
right” by applying the jejunum to the wall of the 
stomach directly downward. With these modi- 
fications the technique of the operation of gastro- 
jejunostomy was complete, and this technique 
has not been materially improved upon since. 

It is a grave question to many at this time 
whether much of the effort to improve upon this 
by reviving such procedures as excision of the 
ulcer, excision of the pyloric end of the stomach, 
blocking of the pylorus, have not been to a great 
extent useless, and worse than useless in most 
cases. When Paterson (79) dared to make such 
a statement as this before the Clinical Congress 
of Surgeons, in Chicago in 1913, many American 
surgeons who heard him, rather pitied the poor 
“henighted”’ little English surgeon who seemed so 
far behind the times; but a larger experience since 
that time, coupled with that of others who have 
had a much larger experience than mine, has 
convinced me that we were probably the ones 
who were behind the times, in that we had re- 
verted from the perfected gastro-enterostomy 
operation of Mayo and Moynihan to the first 
work of Rydygier (1), Czerny (2), and others. 


OCCURRENCE OF GASTRIC AND DUODENAL ULCER 


There is no accurate way to estimate or even 
to approximate the frequency of peptic ulcer, 
except at postmortem. 

Weir (44) in collected reports of 45,869 autop- 
sies found gastric ulcer 421 times; duodenal ulcer 
108 times. About o.2 of one per cent of the deaths 
were due to perforating duodenal ulcer. Of 
Kinnicut’s 30,000 autopsies 0.4 per cent died of 
perforating duodenal ulcer. Wille (36) found signs 
of gastric and duodenal ulcer in 1 per cent of 
cadavers, Gruber (35) in 4,208 necropsies, found 
peptic ulcer in 4 per cent of cadavers. W. Schmidt 
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(38) in 1,109 child cadavers found duodenal ulcer 
in 1.8 per cent. In 2,715 necropsies in older per- 
sons he found duodenal ulcer in 17 cases — 0.65 
per cent. 

Concerning the age at which peptic ulcer oc- 
curs, the literature is somewhat bewildering. We 
have in the past been inclined to consider peptic 
ulcer chiefly a disease of young adult life. Very 
little attention has been paid to peptic ulcer in 
young children and in the old. When we come 
to investigate the subject, however, we find that 
it is very much more frequent than we had ex- 
pected in the extremes of life. Weir, quoting 
Collins’ statistics on 297 cases of duodenal ulcer, 
says that the ulcer occurred in persons under ro 
years of age, 42 times; in the second decade, 24 
times; in the third, 42 times; ‘in the fourth, 52 
times; in the fifth, 46 times; inthe sixth, 41 times; 
in the seventh and eighth, 8 times; above the 
eighth, 3. 

Eusterman (47) found that the average age of 
males presenting themselves for surgical treat- 
ment at the Mayo Clinic was 47 years, and fe- 
males, 44.5 years; the average duration of 
symptoms had been 9.8 years, making the average 
age at which the ulcer began about 36 years. 
This referred to gastric ulcers. In duodenal 
ulcers the average age was 43 years; the average 
duration of ulcer symptoms, 12 years, making the 
average age at which duodenal ulcer symptoms 
developed, 31 years. 

Joslin (40), 1914, in 234 cases of gastric and 
duodenal ulcer, found that the average age of 
male patients presenting themselves for surgical 
treatment was 40 years and 2 months; the aver- 
age age of female patients presenting themselves 
was 36 years and 4 months. The average age of 
onset of symptoms in males was 30 years and 8 
months; in females 30 years and ro months. 

Cackovic (151) in 175 cases operated upon in his 
clinic found that 2.32 per cent of the patients 
were under ten years of age, while 7.55 per cent 
were under fifteen years of age. 

Lund (150) in 1909 operated upon a boy 8 
years of age for perforating gastric ulcer. 

Helmholz (149) said that he had found duod- 
enal ulcers in 8 out of 16 infants who had suc- 
cumbed to marasmus. A number of other ob- 
servers have noticed the frequency of duodenal 
ulcers in marasmic infants. This would raise 


the question as to whether the duodenal ulcer 
might not be the cause of the marasmus in these 
cases. 

Kuttner (148), in a report of cases of ulcer in 
infants, suggests the possibility of congenital 
pyloric obstruction in infants being secondary to 
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an ulcer which has-caused the reflex spastic con- 
dition of the pylorus. Clinical observation of 
these cases of pyloric stenosis leads to the con- 
clusion that this is probably not true, although 
we have no way of proving the contrary at the 
present time. 

It seems that operators are generally coming 
to recognize the greater frequency of ulcers in old 
people. We formerly thought that it was very 
rare to find a simple ulcer in a very old person. 
In Joslin’s 234 cases he found that 21 of the pa- 
tients were over 60 years old when first seen. 
One of them was 86 years old. I am quite cer- 
tain that in recent years I have seen even a 
greater percentage of simple ulcers in old people 
than Joslin reports. 

Experience has caused a change of our opin- 
ions concerning the relative frequency in males 
and females, even more marked than the change 
in our opinions of the relative ages at which ulcer 
occurs. Until surgery became prevalent for treat- 
ment of peptic ulcer it was thought that about 75 
per cent occurred in females. Joslin (40) in his 
234 cases found ulcer in 192 males and 42 females. 
Finney and Friedenwald (43) in 200 cases of 
surgically treated gastric and duodenal ulcer 
found that 119 were in males and 81 in females. 

In my own 150 cases 86 of the patients were 
males and 64 females. 

It is interesting to note the change in statistics 
of the relative frequency of peptic ulcer in male 
and female as observed in the Mayo Clinic: 
Mayo (27) in 1903, reviewing 303 operations on 
the stomach, found 42 per cent in males and 58 
per cent in females; in 1904 he found 41 per cent 
in males and 59 per cent in females, but quotes 
Taylor as finding 72 per cent in males and 28 per 
cent in females. Eusterman (47), giving sta- 
tistics from the Mayo Clinic for the years 1913 
and 1914, reported 1,078 operatively demon- 
strated cases of gastric and duodenal ulcer. Of 
the 264 cases of gastric ulcer, 171 were in males 
and 71 in females, approximately 66.3 per cent 
in males and 33.7 per cent in females, while in 
814 cases of duodenal ulcers in the same series, 
77.2 per cent were in males and 22.8 per cent in 
females, showing that the relative frequency of 
duodenal ulcer in the male is much greater than 
that of gastric ulcer. In fact, the relative fre- 
quency of ulcer in the male as compared with the 
female bears a very striking relation to our 
knowledge of the greater frequency of duodenal 
ulcer, for we note that the relative frequency in 
the sexes began to change at exactly the same 
time that the relative frequency of gastric to duod- 
enal ulcer changed, for Mayo (29), as late as 
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1904, Stated that his cases showed 12 per cent 
duodenal ulcers and 88 per cent gastric ulcers. 
In the same paper he stated that of 39 cases of 
duodenal ulcer 32 were in males. In December 
of the same year Mayo noted the increasing fre- 
quency of duodenal ulcers, for he stated: ‘In the 
past year we have found 27 per cent duodenal 
ulcer,” and quoted Moynihan who had found 
in 100 recent cases that 22 per cent were duod- 
enal. 

Following Mayo’s papers up to Eusterman’s 
paper just quoted, a gradually increasing fre- 
quency of duodenal ulcer is noted. 

Mayo (215), in a more recent paper, calls at- 
tention to the smallness of the duodenal ulcer 
as compared with the gastric ulcer, and expresses 
the view that many of the duodenal ulcers have 
been overlooked because of this fact. Itis true that 
Suropean surgeons and most American surgeons 
have not been able to find such a preponderance 
of duodenal ulcers as have been shown by the 
Mayo Clinic and by Moynihan, both of whom 
have been leaders in their respective countries 
in this line of work, and, without doubt, are able 
to recognize some ulcers that the average sur- 
geon, paying no particular attention to gastric 
surgery, might overlook. But even in the hands 
of the average general surgeon there are certainly 
more duodenal than gastric ulcers, and the rela- 
tive frequency increases as knowledge of the 
subject grows and becomes more nearly accu- 
rate. 

Concerning the location of gastric ulcers, 
Mayo’s statement in 1904 (28) that 75 per cent 
of all gastric ulcers were located in the pyloric 
end of the stomach, will now have to be greatly 
modified, owing to the fact that a great many of 
the 75 per cent then classified as gastric ulcers 
would now be classified as duodenal ulcers; so 
that after all, the change in relative frequency of 
duodenal ulcer may be in a large part due to 
change in classification. 

Concerning the location of gastric ulcers, 
MacNevin and Herrick (34) reporting on too 
postmortem specimens of peptic ulcers found 
that 48 per cent of the ulcers occurred on the 
lesser curvature; 31 per cent on the posterior 
wall; 17 per cent on the anterior wall; 3 per cent 
on the greater curvature; 73.3 per cent occurred 
on the lesser curvature and posterior surfaces. 

Welch, quoted by Mayo (28), in 793 cases of 
postmortem examination of ulcers, found 235 
ulcers on the posterior wall; 288 on the lesser 
curvature; 96 on the anterior wall; 95 in the 
pyloric ring; 27 in the fundus; 27 along the 
greater curvature. 


Welch’s statistics and MacNevin’s are thus 
seen to be about the same as regards location. 

From what I am able to learn from trustworthy 
statistics of operating surgeons, and from a lim- 
ited experience, it would seem that the findings 
at the operating table are very similar to those at 
postmortem. 

Concerning the location of duodenal ulcer, it is 
generally agreed that probably 95 per cent occur 
in the first two inches. 


ETIOLOGY 

Although more than half a century has elapsed 
since Pasteur demonstrated that the fundamental 
cause of many diseases of plants and animals was 
some form of parasite or micro-organism, and 
proved his theory by the destruction of the 
micro-organism and the resulting cure of disease, 
we are still groping in darkness as to the cause of 
many very simple and ordinary diseases. 

It would seem that scientific men, observing 
that when the true cause of a disease has been 
discovered it is always a micro-organism of some 
kind, would finally quit following false gods and 
devote their time more earnestly to bacteriology, 
which almost unerringly leads to the cause of 
disease. It is almost pitiable to read the various 
theories as to the cause of tuberculosis prevalent 
until Robert Koch demonstrated the tubercle 
bacillus; also the theories as to the cause of 
malarial fever and the method of its transmis- 
sion, until it was demonstrated that it was caused 
by an organism transmitted solely by the mos- 
quito; the theories of puerperal sepsis, diph- 


’ theria, typhoid fever, and the various forms of 


surgical sepsis were equally ridiculous and led 
to all kinds of blundering in an attempt to treat 
the results of the disease rather than to seek out 
the disease itself. Occasionally, a genius like 
Lister, Oliver Wendell Holmes, and Loeffler has 
arisen to lead us out of one muddle, only to find 
us falling into another similar one. In the treat- 
ment of appendicitis and gall-stone diseases we 
have followed our usual stupid plan of being 
satisfied with the treatment of the terminology 
without looking for the cause. 

It is probable that no disease or condition has 
called forth more ridiculous theories as to its 
cause than gastric and duodenal ulcer. 

A. L. Benedict (50), in a very able article writ- 
ten as late as 1905, classifies ulcers under eleven 
headings, according to their causation: 

“1. Peptic ulcers, found in anzmic, neurotic, 
overworked women. 

“9, Erosions caused by chemic and thermic 
caustics. 
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“3. Ulcers due to organic vascular lesions, such 
as embolism, thrombosis, or obliterative inflam- 
mation of vessels. 

“4. Catarrhal ulcers, probably due to vascular 
disease, and probably related to so-called eczem- 
atous affections of the skin. 

“5. Varicose ulcers, due usually to portal ob- 
struction. 

“6. Toxic ulcers occurring in scurvy, purp- 
uras, jaundice, and typhoid infection. 

Vicarious menstruation. 

“8. Gangrenous ulceration. 

“9, Phlegmonous ulceration of the stomach. 

“to. Specific ulcers, syphilis, tuberculosis, ac- 
tinomycosis, etc. 

“tr. Traumatic ulcerations, due to crushing 
injuries, internal lesions, and animal parasites.”’ 

In addition to these various theories of ulcer, 
Palermo (53) suggests that when solution of 
continuity occurs in part of the stomach wall which 
is free from glandular formation, the lining epi- 
thelium is unable alone to accomplish regenera- 
tion of the lesion, owing to the lack of glandular 
elements to co-operate in the work. The cor- 
roding action of the gastric juice soon induces 
ulceration at the point of lesion. 

Marchetti (54) lays much stress on paralysis of 
the vagus, entailing stagnation of the contents 
in the part of the stomach involved, as an im- 
portant factor in the production of ulcer. 

Durante (84) produced experimental peptic 
ulcer by section of certain of the splanchnic 
nerves. 

F. C. Mann (74) produced lesions in the stom- 
ach and duodenum in go per cent of animals by 
removing the suprarenal glands. 

Ophuls (67) believes that most ulcers are due 
to disease of the arteries of the stomach. He 
bases his opinion on postmortem findings. 

Ury (59) and Soper (62) have noticed a direct 
relation between epigastric hernia and_ ulcer. 
Soper claims that an indurated ulcer, discovered 
at operation, was entirely relieved by the repair 
of an epigastric hernia. 

Pierson (71), a captain in the United States 
army, reports 7 cases of gastric ulcer originating 
in his camp in Alaska in a few months, resulting 
from rough nitrogenous food, poorly cooked, un- 
mixed with vegetables, and accompanied by a 
very hard life and extreme cold. Profuse 
hemorrhages occurred in three of the cases. All 
of the ulcers healed promptly when a normal, 
well-balanced diet was restored. 

Kehrer (81) and Perthes (82) take the ground 
that the chronic spastic action of the sphincter of 
the pylorus or other section may shut off the 


blood supply of a given area of gastric mucosa and 
wall to such an extent that self-digestion takes 
place, and an ulcer results. 

Willard Stone (73) believes that organic de- 
composition of sugars and starches plays an im- 
portant role in the production of hyperchlohydria 
with gastric and duodenal ulcers and suggests that 
an excess of sugar and starch diet of English and 
Americans is the probable cause of the greater 
frequency of ulcer in these countries. 

A committee, composed of the leading sur- 
geons and gastro-enterologists of Europe, writing 
to a similar American committee, composed of a 
dozen of the ablest gastroologists in this country, 
in 1912 stated: “Even if we have been successful 
in producing gastric ulcers experimentally, with 
all of their characteristic signs, yet the etiology 
of gastric ulcer in man is practically unknown.” 

One can readily appreciate the despair ex- 
pressed by this committee, for certainly such an 
array of theories as to the cause of gastric ulcers, 
as I have just set forth, is enough to discourage 
the most optimistic, and is a repetition of the 
attitude toward the etiology of tuberculosis, 
malaria, surgical sepsis, etc. 

However, an ever increasing ray of light is 
beginning to shine through our despair, in the 
work of Rosenow on focal infections. It is true 
that many have, in an uncertain way, suggested the 
relation between focal infections and gastric ulcer. 
I have been told that A. J. Ochsner has for more 
than twenty-five years been pulling teeth and 
removing tonsils as part of his routine in the 
treatment of any form of peptic ulcers. 

W. Bruce Clark (51), Thesen (56), Sherren (39), 
and many others have taken the ground that oral 
sepsis plays a very important part in the forma- 
tion and perpetuation of peptic ulcer. 

I have seen Moynihan, as long as five years 
ago, removing the appendix in every case of 
gastric ulcer and gall-bladder disease. 

Every one, of course, is familiar with Lane’s 
theory that all ulcers of the stomach and duo- 
denum are caused by intestinal stasis. 

Turck (55), Singer (68) and others claim to 
have produced ulcers in animals by the feeding 
of colon bacilli, accompanied by bad _ hygienic 
surroundings. The proof offered by these various 
authors, however, is not convincing. 

N. W. Jones (217) made a pathological study 
of two postmortem specimens of stomachs of 
patients who had died from gastric hemorrhage 
from small mucous erosions (Einhorn’s disease). 
The histories of the patients showed the same 
seasonal exacerbations as are noticed in true 
peptic ulcer. The bleeding usually took place in 
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the winter and the patients would practically 
recover during the summer. Of one of the 
specimens he says: ‘On the posterior wall about 
midway between the cardia and the pylorus were 
seen five small eroded areas with haemorrhagic 
margins and bases. They were superficial in 
character, not extending to the submucosa, and 
varied from the size of a split pea to 1.5 cm. in 
length and % cm. in width. No eroded vessels 
could be found.” 

Concerning the microscopic examination, he 
says: “The two cases present the form of a 
chronic gastritis characterized (1) by a dense 
small round cell infiltration in the interstices of 
the glandular elements, which when extensive 
obliterates the gastric glands by pressure; (2) by 
the disintegration of the cuticular portion of the 
mucosa as the crypts are displaced by the small 
round cells; and (3) by the fact that with the 
disintegration of the cuticula and crypts the con- 
gested vessels are exposed and ruptured, which 
accounts for the gastric hemorrhages occurring 
during the clinical course of the disease.” 

In the light of Rosenow’s work, Jones is now 
convinced that these mucous erosions, which 
produced the hemorrhage in these cases, have 
exactly the same etiology (hamatogenous infec- 
tion) as that found in true gastric ulcer. 

Undoubtedly, the most scientific and convinc- 
ing work that has been done on the subject is that 
of Rosenow. So valuable is his work that it is 
not amiss to quote the conclusions from two of 
his articles. 

Rosenow (70), in November, 1913, after detail- 
ing his experiences with experimental study of 
streptococci in relation to ulcer, gives the fol- 
lowing summary: 

“Tntravenous injection of streptococci of the 
proper grade of virulence may be followed by 
ulcer of the stomach and duodenum. The ulcer- 
ation is due to a localized infection and secondary 
digestion. The ulcers are usually single and deep, 
with a marked tendency to hemorrhage and per- 
foration, and resemble the human gastric ulcer 
in many respects. When we take into considera- 
tion this close resemblance, that injection of 
streptococci which have grown in tonsils produce 
the lesion, and the virulence of the germs when 
the affinity for the stomach is greatest is of such 
character that a general infection does not occur, 
it appears altogether reasonable to suppose that 
in man gastric ulcer may be caused by streptococci 
also. The supposed relation between the in- 
fected tonsils or gums and gastric ulcer may be 
due, not to the swallowing of bacteria, as usually 
supposed, but to the entrance into the blood of 


streptococci of the proper kind of virulence to 
produce local infection in the wall of the stomach. 
Many other observations might be cited, such as 
associated infections of the gall-bladder and ap- 
pendix, which suggest that gastric ulcer may be 
due to streptococci.” 

Rosenow and Sanford (72), 1915, give results 
of cultures and of histologic examination of tis- 
sues in a series of ulcers and lymph-glands draining 
the ulcers, excised at operation, in 31 cases. 
Chronic appendicitis was associated with the 
ulcers in 7 of the cases; cholecystitis in 5; pan- 
creatitis in 3. Cultures made from the walls 
of the ulcers in 24 cases gave a pure culture of 
streptococci from 9g, and, mixed with other 
organisms, in all but one of the remaining 15. 
In 2 cases of duodenal ulcer, not removed, the 
streptococcus was isolated from a thin layer of 
peritoneum directly over the ulcer, and from one 
from the hyperemic parietal peritoneum directly 
opposite the ulcer. Non-hemolyzing staphylo- 
cocci were isolated in ten cases, but never in pure 
form. 

The authors, from the almost constant occur- 
rence of streptococci in the depths of human 
ulcers, commonly more numerous the younger 
the ulcer and the more marked the cellular in- 
filtration, to the total or almost total exclusion 
of other bacteria, and from the fact that when 
injected into animals such streptococci show a 
marked tendency to localize in the stomach or 
duodenum, a property which other strains of 
bacteria do not possess, and lastly, from the 
clinical facts, conclude that the evidence is good 
that streptococci are commonly the original cause 
of ulcer, and also the important factor in pre- 
venting healing. 

Other experimenters, as well as Rosenow, have 
failed to produce true ulcers by any form of 
inoculation of streptococci into the stomach wall 
or mucosa. 

Wilensky and Geist (75), after making artificial 
traumatic ulcers, and injecting streptococci and 
other bacteria, which had been cultured from 
human ulcers after the method of Rosenow, into 
their bases, and in some instances repeatedly 
injecting the bases of the ulcers, found that the 
ulcers healed just as quickly as if no bacteria had 
been injected into them at all. 

Steinharter (77) injected staphylococci into 
the stomach wall of rabbits, in some cases with 
acetic acid and in some cases without. While 
abscesses would form in the wall of the stomach 
and sloughing take place, he was not successful 
in producing a true ulcer of the chronic variety. 

Another prevalent theory as to the cause of 
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ulcer is the hydrochloric acid theory. There is 
good ground for this theory, for it has been proved 
by long clinical experience that an ulcer will not 
develop and remain in an alkaline medium for 
instance, we rarely if ever hear of a well authenti- 
cated chronic ulcer (unless it be syphilitic) that is 
maintained in the stomach of an achylic; but the 
fact that a traumatic ulcer does not become a 
typical chronic ulcer, even in the presence of 
excessive hydrochloric acid, proves that hydro- 
chloric acid is not the only cause, and certainly 
is not the primary cause. 

The modus operandi of the cure of a peptic 
ulcer by a gastro-enterostomy, or by the Sippy 
alkalinizing medical treatment, certainly lends 
weight to the theory that hydrochloric acid is 
at least an essential in the perpetuation of a 
chronic peptic ulcer. Sippy’s (78) theory as to 
the development of a peptic ulcer is seemingly the 
most rational that has been given: 

“A circumscribed area of the mucous membrane 
of the wall of the stomach or adjacent duodenum, 
through malnutrition or necrosis, loses its normal 
resistance to the action of the gastric juice and 
becomes digested. The resulting defect is an 
ulcer.” 

Sippy accepts the work of Rosenow as proof 
that hematogenous bacterial invasion is the most 
common factor in the malnutrition and necrosis. 
He believes, however, that the ulcer would heal 
the same as any other open lesion but for the 
solvent action of pepsin on albuminous sub- 
stances that have been properly permeated by 
hydrochloric acid. This statement, I think, 
very admirably sums up the present opinion of 
most students of this subject as to the etiology of 
gastroduodenal ulcers. 


DIAGNOSIS 

Kronlein (86), in 1906, in discussing 116 cases 
of round ulcer, said that he had discovered no 
pathognomonic symptom. “If the assumed 
gastric catarrh persists for years, in spite of 
treatment, an ulcer can be surmised, even if there 
are no traces of hemorrhage. Occasionally these 
patients with chronic catarrh die of perforation 
of an unsuspected ulcer.” 

This statement graphically illustrates the state 
of knowledge of the diagnosis of peptic ulcer 
as acknowledged by one of Europe’s greatest 
authorities only so far back as ten years ago. 

There is no phase of the ulcer question which 
has developed more during the last ten years than 
the question of diagnosis. Prior to ten years ago 
the important features taken into consideration 
were: hemorrhage, vomiting, gastric residue. 


As a consequence of our limited knowledge, the 
majority of peptic ulcers were not diagnosed. 
This was particularly true of duodenal ulcers. 
Pain, which we now recognize as the most im- 
portant and frequent objective symptom, was 
then almost ignored, and the older symptoms, on 
which the diagnosis was made, have been found 
not so important. For instance, taking up the 
question of pain, Friedenwald in 1,000 cases found 
pain in 94 per cent of all cases; the tender point 
was in the epigastric region in 980 cases; a dorsal 
tender area, together with a tender epigastric 
spot in 537 cases. Hall (92) found pain in 82 per 
cent of his cases; tenderness in 70 per cent. 
Elliot P. Joslin (40) found pain in 74 per cent of 
cases. Eusterman (108) found pain in 85 per 
cent of cases. It is probable that the question 
of pain was formerly overlooked because of the 
fact that in duodenal ulcer the pain nearly always 
comes on three hours or more after the meal and 
is relieved by the taking of food, hence the name 
“hungry pain” applied by Moynihan. It is now 
the most important symptom connected with 
the diagnosis of ulcer, for even in gastric ulcer the 
hunger pain is noted in a considerable percentage 
of cases, and the pain comes on after an hour in 
nearly all cases. 

On the other hand, hemorrhage connected 
with gastric ulcer is not nearly so frequent as we 
formerly supposed. Friedenwald found it pres- 
ent in only about 25 per cent of cases; Joslin in 
30 per cent of cases; Eusterman, of the Mayo 
Clinic, in 25 to 27 per cent. 

Gastric residue is found in not over 20 per cent 
of cases in the average statistics, and in duodenal 
ulcer the residue is often much less, and often 
even hypermotility exists. 

The symptomatic diagnosis of duodenal ulcer 
is one of the most definite things connected with 
abdominal diagnosis. The phenomena connected 
with duodenal ulcer have been so graphically set 
forth by Moynihan, and also by Christopher 
Graham, that I can do no better than to give in 
his own words, Moynihan’s description of the 
symptoms of a duodenal ulcer, and Graham’s 
differential diagnosis between duodenal ulcer and 
gallstone disease. It would be well for every 
physician to have these descriptions framed and 
hung in his office. 

Moynihan’s (88) description of the symptoms 
of duodenal ulcer is as follows: 

“The patient tells you that he has certain 
definite attacks; and if you take the. history 
given in detail, letting the man tell his own story, 
he will give you the impression of having read 
something which has been written about duodenal 
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ulcer which he is recounting to the best of his 
ability to please you. He says that his trouble 
comes on in attacks which are nearly always 
worse in winter than in summer and are very apt 
to be precipitated by a chill. Let us follow the 
patient through the day. He takes a meal at 
eight in the morning, and from two to two and a 
half hours afterward he is fairly comfortable; it is 
his best time. At the end of that time he has a 
feeling of discomfort in the epigastrium; he feels 
full and heavy, and may get some relief from the 
belching of gas. Some of these patients develop 
a habit of belching. They may bring up a very 
sour fluid, which tastes very bitter and acid, and 
makes the mouth dry and the teeth chalky. This 
pain gradually increases until the next meal 
comes. To this I some years ago applied the term 
of ‘hungry pain.’ At the next meal the patient 
almost instantly gets relief, and that relief per- 
sists for two or three hours again. He probably 
eats a heavy dinner, and he will nearly always tell 
you he has something before he gets into bed; a 
glass of milk, or a cup of cocoa and a biscuit. He 
sleeps comfortably until he wakes about 2 a. m. 
He gets relief from nibbling a biscuit which he 
keeps at the bedside. The pain is found to be 
most relievable by something stodgy and indi- 
gestible. ‘Taking an alkali relieves the pain; so 
will emptying the stomach by washing it out. If 
these symptoms which I have described are re- 
current, you can diagnose duodenal ulcer.” 

If there is anything to be added to what Moyni- 
han has said it is to emphasize still more strongly 
the recurrence of the attacks, with an entirely 
free interval between attacks, which led W. J. 
Mayo a number of years ago to remark jocularly 
that he would never think of operating upon an 
ulcer case until it had been cured medically at 
least seven times. 

Moynihan, in discussing the differential diag- 
nosis, like Graham, calls attention to the fact that 
with gall-stones the patient nearly always has a 
spasm of the diaphragm with a catch of breath 
in an attack of pain. This is not true with 
ulcer. 

Christopher Graham (87), giving the differen- 
tial diagnosis between duodenal ulcer and gall- 
stone disease, states: 

“To sum up, we may say that pain in cholecys- 
titis is sudden and severe, usually has a wide field 
of radiation, comes with no regularity as to time, 
is rarely caused by food and is rarely eased by it, 
nor does the patient often trace his distress to it. 
There is no stomach history between the short, 
sharp attacks; spasm of the diaphragm with 
dyspnoea is common; vomiting and gas, if pres- 
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ent, are so only during the colic, and the relief 
from eructation and vomiting is not so marked 
as in ulcer. Nausea and intense retching may be 
followed by a small amount of thin, yellowish, 
bitter liquid mixed with mucus. In duodenal 
ulcer pain comes on in periods of attacks lasting 
for days or weeks, is often sudden, may be severe, 
yet usually not that intense type of pain met in 
gall-stones, but rather gnawing and burning in 
character. It may be irregular as to the time of 
separate attacks, but regular during the period 
of stomach disturbance. The pain is clearly re- 
lated to food, the intensity often modified by the 
kind and quantity taken. Food eases for a time, 
the pain returning from two to four hours later. 
Hot drinks, soda, and irrigation will relieve. 
Spasm of the diaphragm is seldom seen except in 
some cases of perforation. The chronic gall-stone 
case, with impacted stone, ulceration, and ad- 
hesions, in which no jaundice appears, and the 
stomach symptoms, such as gas, vomiting, burn- 
ing distress, sour eructation, impaired appetite, 
and dilatation predominate, and the pain is 
moderate and follows food, will too often be 
diagnosticated ulcer; while the duodenal case, in 
whose early history we can elicit only irregular 
attacks of sudden, sharp pain of peritonitis or 
acute spasm (and with no obstruction or hyper- 
acidity), who do not have gas vomiting or sour 
eructation, will as surely be mistaken for gall- 
stones. To the conceits of surgery we shall too 
often be obliged to leave the differentiation of 
this class of cases, and to its comprehensiveness 
the surety of relief.” 

Concerning the symptomatology of ulcer of the 
stomach proper, D. Roberts (89) makes a very 
clear statement. He says: 

“The typical ulcer pain develops from half 
an hour to two hours after eating, and develops 
gradually; is burning, boring, cutting, or stab- 
bing; is localized in the middle line, close to the 
ensiform cartilage, possibly radiating to the back 
of the precordium; is regular in occurrence and 
is induced principally by solid foods, and rarely 
by water; it lasts for some time, and is often 
terminated only by vomiting, ingestion of al- 
kalies or albuminous foods. The tenderness 
is pronounced, and is sharply localized over a 
small area in the middle line, between the ensi- 
form cartilage and a point midway down to the 
umbilicus. Vomiting is not at all essential to 
the clinical picture. Actual hematemesis, taken 
with these symptoms is almost absolutely diag- 
nostic. Hyperchlorhydria is not rarely found; 


it is contributory evidence, but it does not rule 
In gastric ulcer hypersecretion 


out carcinoma. 
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is even a more constant finding than hyper- 
chlorhydria.” 

Einhorn’s (91) string test and his silk gauze 
rubber-covered bag test, and Meunier’s (93) 
acetic acid test and his eructation test (95) are 
all very ingenious, but are probably not very 
valuable additions to our means of diagnosis of 
gastric and duodenal ulcer, as observation at the 
operating table and the perfection of X-ray 
examination have given such definite information 
concerning the meaning of many of the phenom- 
ena which have been observed, that a number 
of the more complicated methods, devised by 
the internists before the days of surgical and 
roentgenological demonstration, are now unne- 
cessary. 

Eusterman, speaking from the wide experience 
of the Mayo Clinic, has probably given the best 
analysis of the various means of clinical diagnosis 
that has yet been given. An abstract of Euster- 
man’s (108) findings, therefore, would seem ap- 
propriate in a paper of this character: 

KEusterman (108) analyzes 1,078 cases of op- 
eratively demonstrated ulcers treated during the 
years 1913-14 at the Mayo Clinic, with the fol- 
lowing named results in regard to diagnosis: 
Of the number stated 264 were gastric; in 80 per 
cent of the gastric cases the course was intermit- 
tent, free intervals alternating with spells of 
variable duration, regular 40 per cent, irregular 
49.5 per cent in frequency. In 50 per cent the 
complaint was continuous and progressive over 
periods of from several months to several years 
prior to operation. Pain appeared within four 
hours after meals in 85 per cent; 55 per cent 
within three hours; 30 per cent within two hours; 
was constant in 3.8 per cent; definite nocturnal 
pain 2 per cent; pain was controlled by food or 
alkalies, or both, in nearly 70 per cent; of the 70 
per cent, 84 per cent showed relief after food, 
while alkalies alone gave relief in 15.6 per cent; 
history of bleeding in 27.6 per cent, and of this 
number 41 per cent had hematemesis alone, 15 
per cent melena, and 44 per cent both melana and 
hematemesis; gastric analysis showed altered 
blood in 38 per cent of the cases examined, gastric 
retention in 13% per cent; average total acidity 
54; average hydrochloric acid 52; in 18 per cent 
acid below normal; absence of free hydrochloric 
acid in 13 cases. 

Eusterman remarking on these 13 cases says: 
“Under such a circumstance the possibility of 
carcinoma, syphilis, or associated disease was 
evident. Of these patients 5 have since died of 
malignancy, and 3 now apparently show malig- 
nancy; in the others the advanced age, asso- 


ciated with considerable fresh blood in the ex- 
tract, gall-bladder disease, or other pathological 
lesion, explains the achlorhydria.” 

He found the generally accepted ulcer com- 
plex present in 81 per cent; irregular but sug- 
gestive in 16.8 per cent; irregular in 3.5 per cent. 
In the remaining 7 per cent the picture was 
atypical or the record was incomplete. 

Concerning the correctness of the clinical diag- 
nosis at the Mayo Clinic, Eusterman says that of 
the 264 cases a primary correct diagnosis of gas- 
tric ulcer was made in 66 per cent of cases; an 
alternative diagnosis in 8 per cent; duodenal 
ulcer was the primary diagnosis in 27 per cent of 
the gastric ulcers; the roentgen ray gave definite 
assistance in 65 per cent of the cases examined. 
Concerning the duodenal ulcers, he found that 
the clinical course was intermittent in 95 per cent 
of all cases; periodic in 50 per cent; continuous 
pre-operative complaint of variable duration was 
noted in 26 per cent; in 85 per cent the pain ap- 
peared in 2 to 5 hours after taking food; in 15 per 
cent within two hours; nocturnal pain 7 per cent; 
definite food relief 67 per cent; partial relief 15 
per cent; relief by alkalies 39 per cent; hamor- 
rhage 25 per cent; classified, melwena 8.8 per 
cent; hamatemesis 6 per cent, both melzena and 
hematemesis 10.5 per cent; the acid values 
averaged 20 per cent higher than in gastric ulcers, 
and in only 7 per cent were they below the ac- 
cepted standard; concerning the accuracy of 
diagnosis of duodenal ulcer, in 66.7 per cent a 
primary clinical diagnosis was made; in 8 per 
cent an alternative diagnosis; in 10.8 per cent 
a diagnosis of gastric ulcer was made. Of 251 
cases in which the tentative diagnosis of gall- 
bladder disease was also made, 20 per cent showed 
the disease present, and 22.3 per cent were shown 
to be chronic perforating duodenal ulcers. Of the 
entire series, the ulcer complex was fairly regular 
in 71 percent; suggestive in 7.2 per cent; irreg- 
ular in 13.2 per cent. 


X-RAY DIAGNOSIS 

According to Crane (115), the credit of first 
using bismuth in examination of the stomach is 
due Williams and Cannon of Boston, who, in 
1899, five years before Reder’s publication, mixed 
bismuth in a large quantity in bread and milk, and 
conducted the stomach examination in human 
subjects by screen and plates in both the up- 
right and horizontal positions, very much as 
we do today. To Haudek of Vienna, however, 
is due credit for much of the fundamental 
work of X-ray examination of the gastro-intes- 
tinal tract. 
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During the last two or three years, however, 
Gregory Cole of New York, George of Boston, 
Carman of Rochester, and Case of Battle Creek, 
have advanced the work in connection with 
roentgenologic examination of ulcer of the stom- 
ach and duodenum so much that the excellent 
early work of Haudek may almost be said to be 
obsolete. So rapid has been the advancement 
that roentgenology is at least a very close second 
to the clinical history in importance as a diag- 
nostic agent. 

Until recently the roentgen diagnosis of ulcer 
has been made by symptom-complexes, which 
have been well expressed by Carman (100). 
Carman gives the following named radiologic 
evidences of gastric ulcer: 

“1, Diverticulum of perforating ulcer. 

“9, Visualization of bismuth-filled crater of a 
callous ulcer. 

“3. The incisura, or transverse contracture, 
indenting the greater curvature. 

‘4. Localized pressure tender-point on lesser 
curvature. 

“5. Residue after six hours. 

“6. Acute fish-hook form of the stomach, with 
displacement to the left and down. 

“7, Delayed opening of the pylorus. 

“8. The settling of the bismuth to the lower 
pole of the stomach, such as is seen in hypoto- 
nicity or atony.” 

Carman also gives the radiologic evidence of a 
duodenal ulcer as follows: 

“1, Early, free opening of the pylorus, with 
early clearing of the stomach. 

“9, Lagging of bismuth in the duodenum. 

“2. Residue in the stomach after six hours. 

“4. Pressure tender-point over the duodenum. 

“5. Dilatation of the cap. 


“6, Irregular outline of the cap or duod- 


enum. 

“7, Diverticulum of a perforating ulcer. 

“8. Vigorous peristalsis, especially if there is 
obstruction.” 

During the last year Carman (121) says that 
he has been convinced that serial radiography has 
been a decided factor of his correct diagnosis dur- 
ing the past year. 

To Cole (113) is probably due the chief credit 
of perfecting serial roentgenography. He con- 
tends that in case of duodenal ulcer, if one plate 
in forty shows a normal duodenum a negative 
diagnosis may be made with certainty. He fur- 


ther says that by studying individually and col- 
lectively a large series of roentgenograms, and 
matching them over each other one can make an 
early diagnosis of carcinoma on the pars pylorica, 
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indurated ulcer of the stomach, and duodenal 
ulcer, with a degree of certainty equal to that by 
which one recognizes renal calculi by roentgeno- 
grams. 

George (46) speaks of serial X-ray plates as the 
positive or exact method of roentgen diagnosis of 
duodenal ulcer, and says that the method depends 
on adequate demonstration on plates of the ana- 
tomical condition of the duodenum. This is 
opposed to the diagnosis by symptom-complexes 
of increased gastric peristalsis, hypermotility, 
gastric stasis, relaxed pylorus, etc. These com- 
plexes are only inferential in the evidence, never 
positive. George agrees with Germain and Cole 
that the first portion of the duodenum is always 
constant in shape, contour, and general charac- 
teristics, unless actually diseased. If the first 
portion of the duodenum is normal it can be 
demonstrated by the bismuth method by using 
some one of the three positions: prone, standing, 
or lateral. He says there is no exception. The 
apparent exceptions are due to improper tech- 
nique. The demonstration of a normal duodenal 
cap upon a plate definitely rules out the possibility 
of surgical duodenal ulcer. On the other hand, 
the constant presence upon a series of plates of a 
defect or abnormality in the cap means positively 
a pathological condition in the duodenum. This 
pathology may be an indurated ulcer, adhesions, 
gall-bladder disease, spasms, etc., which require a 
differential diagnosis. This deformity, he says, is 
not caused by minute mucosal defect — but by 
a much larger callus, which involves the sub- 
mucosal amd muscular coats. 

George and Gerber (106) claim to have made 
exact diagnoses of duodenal ulcer in 78 out of 
82 cases operated upon. In three cases duodenal 
ulcer was reported, but there were minor errors in 
diagnosis. In one case there was complete failure 
of diagnosis. Of 150 patients operated upon in 
which a negative roentgen diagnosis was made, 
duodenal ulcer was not found in any case. In 
one necropsy a duodenal ulcer was found in which 
the previous report had been negative. 

Combining all of the means of clinical diagnosis 
with roentgenography, it seems possible now to 
make a correct diagnosis in go per cent or more of 
gastric and duodenal ulcers, which is truly a 
remarkable achievement. 


THE RELATION OF GASTRIC AND DUODENAL ULCER 
TO CANCER 

Rodman (161), who was the first to recommend 

the systematic removal of the ulcer-bearing area, 

or pyloric end of the stomach and duodenum, on 

the ground that 75 per cent of the ulcers were 
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found in this area, gave as his principal reason for 
such radical removal the fact that cancer so fre- 
quently developed on an ulcer base. 

This question, like most others, has had its 
undulations. 

Cheney (169) in a very exhaustive article in 
which the literature is extensively reviewed, gives 
the chronological development of the idea of the 
relation of cancer to ulcer, as shown in the Mayo 
Clinic: 

“Graham, writing in 1906, said it had been 
possible to demonstrate in 1903 that 15 per cent 
of gastric cancers had an ulcer base. In 1904 
the percentage rose to 18; in 1905 it reached 47 
to 49 per cent. Writing again in 1908, Graham 
was able to show that 60 per cent of all patients 
operated upon for cancer gave a precancerous or 
non-malignant cancerous history. In 1909 Wil- 
son and MacCarty announced that 71 per cent 
of gastric carcinoma showed sufficient gross and 
microscopical evidence of ulcer to warrant label- 
ing them cancer developing on previous ulcer.” 

Under the pathological leadership of L. B. 
Wilson, the Mayo Clinic with more operative 
material than any other clinic in the world, has 
taken a very radical and advanced stand in favor 
of the frequent transition of ulcer into cancer. 
We can probably do no better than to quote the 
conclusions of the pathologists. 

Wilson and MacCarty (162), after studying 
most of the cancers that had been removed at 
the Mayo Clinic, give the various steps in the 
transition of ulcer to carcinoma in the following 
sequence: 

“, Chronic ulcers, from the center of which 
the mucosa has disappeared, leaving a scar tissue 
base. 

“9, In the overhanging border of the ulcer the 
mucosa is proliferating. 

“2. Deep in the borders, groups of epithelial 
cells have been nipped eff by scar tissue and are 
exhibiting all stages of aberrant proliferation, 
with infiltration of the surrounding tissue. 

“4. Metastases are forming in the lymphatics 
of the stomach wall and adnexa. In a small 
number of the patients operated upon the condi- 
tion is too far advanced to show these steps, and 
a very small percentage, probably not over 2 per 
cent, give evidence of rapid aberrant epithelial 
proliferation and infiltration without any previous 
signs of ulcer. Adopting Adami’s classification, 
most gastric carcinomata are designated as blas- 
tomata, originating from the unipotential cells 
of postnatal displacement, although it is probable 
that a very small number are blastomata orig- 
inating from unipotential cells that assume neo- 


plastic character without displacement and rap- 
idly assume malignancy.” 

Five years later Wilson and McDowell (167), 
reporting on 399 cases of gastric cancer from 
which the tissue containing the primary lesion 
was resected in the Mayo Clinic, found that 4.8 
per cent showed doubtful cancer in the border of 
the affected tissue, 15.8 per cent showed ulcer 
with positive early cancer in the border of the 
lesion only; 36.8 per cent showed ulcer with ad- 
vanced cancer; 42.6 per cent showed a cancer in 
which the previous ulcer was doubtful. Of 46 
cases of gastric cancer from which the tissue con- 
taining the lesion was obtained at necropsy one 
case showed ulcer with doubtful cancer, 2.2 per 
cent; seven cases, 15 per cent, showed ulcer with 
advanced cancer, while in 38 cases, 82 per cent, 
the evidence of ulcer previous to cancer was 
doubtful. 

This difference between cancers removed at 
autopsy and those removed by surgical means is 
presumably set forth by the authors for the pur- 
pose of showing that as the cancer advances the 
distinct evidences of the pre-existing ulcer dis- 
appears. 

Wilson and McDowell, in closing this article, 
say: 

“Tt seems probable from the clinical and 
pathologic evidence of this series of cases that gas- 
tric cancer rarely develops except at the site of a 
previous ulcerative lesion of the mucosa.” 

This radical statement, although coming from 
the Mayo Clinic, has not been left unchallenged, 
and there is very strong argument on the other 
side of the question. 

Lockwood (139) claims that in 174 cases com- 
ing under his personal care, in which the history 
was complete, 147 patients gave absolutely no 
history of previous indigestion; 14 gave either a 
history of alcoholic excesses and morning vomit- 
ing, or indefinite dyspepsia that was practically 
negligible; while only 13 gave a history that 
might point toward gastric ulcer; so that in but 
7 per cent could such a surmise be entertained. 
A positive history of ulcer was obtained in but 
3 per cent of cases. 

On the other hand, Payr (163) found that 25 
per cent of resected callous ulcers showed malig- 
nancy, while Kuttner (164) examined speci- 
mens from 30 resected callous ulcers and found 
microscopic evidence of cancer in over 43 per 
cent. Ina later paper, Kuttner (170), reporting 
on 1,100 stomach cases treated in seven years 
prior to 1914, two-thirds of which were cancer of 
the stomach, found that in but 15 per cent of the 
cancer cases had there been preceding stomach 
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trouble of any kind, and of this 15 per cent he 
was unable to determine whether they were ulcer, 
gastritis, or achylia. 

It seems that there is a heavy burden of proof 
on the advocates of the theory that cancer usually 
develops on an ulcer base, to show that the pre- 
cancerous ulcer was not really cancer from the 
start; for the statistics of the average clinic, in 
which there are almost as many cases of cancer 
of the stomach as of ulcer, tend to prove that a 
very small per cent of the ulcers treated by 
gastro-enterostomy ever become malignant, even 
in the hands of those who never excise simple 
ulcers. 

Notable in this group of surgeons are Paterson 
and Kocher, who have found that malignant de- 
generation occurs in less than 3 per cent of gastro- 
enterostomies for supposed simple ulcer. 

Kuttner (170) in 120 operatively demon- 
strated cases of ulcer found that cancer developed 
in only 2 cases after operation. 

Petren (172) after following up 233 patients 
operated upon for ulcer, found that malignant 
disease had followed in 5.5 per cent of the cases. 

Gressot (165) studied 114 recent articles on 
gastric ulcer and cancer and concluded that 
malignant degeneration of surgical ulcers occurs 
in only 2.3 per cent of all cases after gastro- 
enterostomy, while it is liable to occur also after 
resection of the stomach. He believes that 
gastro-enterostomy actually has an inhibiting 
influence on malignant degeneration which might 
otherwise occur. His compilation reconfirms the 
greater tendency to malignant degeneration of 
ulcers located at a distance from the pylorus, and 
of those witha tendency to bore deep and grow hard. 

Billeter (166), reporting on the present condi- 
tion of 116 patients out of 125, given operative 
treatment for gastric ulcer in the 13 years prior 
to 1910, states that cancer has developed during 
all these years in only one patient. 

Von Eiselsberg (129), in analyzing 334 cases 
of gastro-enterostomy for ulcer of the stomach 
and duodenum, treated in ten years, found that 
41 of the patients had died at a later period, after 
having recovered from the operation. Of the 41, 
the cause of death was known in only 23, as fol- 
lows: Cancer of the stomach 13; extension of the 
ulceration 6; tuberculosis of the lungs 3; new- 
growth of the kidney t. 

A. J. Ochsner (168) expresses a novel view of 
the relationship between gastric ulcer and cancer. 
In the first place it may be said that he believes 
in the parasitic origin of cancer. Concerning 
cancer of the stomach, he believes that the cancer- 
cell is ingested with uncooked vegetables, from 
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manure, and finds lodgment in the broken surface 
of a gastric ulcer. He says that cancer does not 
develop in duodenal ulcer, because food is not 
retained in contact with an ulcer of the duodenum 
long enough to effect a lodgment. 

While the most definite and rational theory as 
to the causation of cancer is that it is preceded by 
trauma or chronic irritation, and while this 
theory could be applied ideally to the relation 
between gastric ulcer and cancer, from a theo- 
retical standpoint at least, there is certainly a 
great deal of clinical evidence lacking. 

Sears, in Northwest Medicine, February, 1916, 
in a paper in which he critically analyzes the 
history of 35 consecutive cancer cases, states the 
case very conservatively: 

“A definite relation existing between preced- 
ing diseases of the stomach and cancer has not 
yet been proven, but that a close etiologic rela- 
tion exists has been shown to be very probable. 
While 40 per cent of our cases gave a history of 
a precancerous gastric disease, and about 80 per 
cent of these could have been ulcer, clinical 
methods do not suffice to prove an etiologic rela- 
tionship, though they furnish strong presumptive 
evidence. It requires most careful and unprej- 
udiced analytical history, taken with this very 
point in view, to be of any value.” 


MODUS OPERANDI OF CURE OF ULCER BY 
GASTRO-ENTEROSTOMY 

That the great majority of ulcers of the stom- 
ach and duodenum are symptomatically cured as 
the result of posterior gastro-enterostomy there 
can be no doubt, for during the past fifteen years 
a great many thousands of operations of this kind 
have been performed for ulcer. Just how the 
cure is brought about is a question still under 
discussion. That relief of pyloric spasm by some 
means is the cause of the relief of pain is believed 
by a very large number of surgeons, beginning 
with Doyen, who may indeed be said to be the 
father of gastro-enterostomy for ulcer of the 
stomach. 

Neudorfer (110), Berg (156), and Brun (158) 
all believe that the relief of symptoms is due more 
to the relief of the pyloric spasm than to the heal- 
ing of the ulcer. 

We have had the opportunity, in doing the 
two-stage operation for ulcer, in at least a half 
dozen instances of seeing a very angry indurated 
ulcer almost entirely disappear within three 
weeks after the gastro-enterostomy. <A very de- 
cided influence has been exercised by something 
on the ulcer. Is the relief produced by reducing 
the acidity of the stomach contents which come 
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in contact with the ulcer, or by allowing the easy 
emptying of the stomach and reducing the spasm 
in that way? In other words, is the problem a 
mechanical or a chemical one? 

There is certainly a great deal of evidence that 
it is both mechanical and chemical. Admitting 
this, and admitting the correctness of Paterson’s 
statement that the average reduction of acidity 
after gastro-enterostomy is 30 per cent, the next 
question is, how is the reduction brought about? 
Is it due to the inflow of bile into the stomach, or 
to the more rapid emptying of the acid stomach 
contents? At first thought it seems that it 
would make little or no difference as to how the 
reduction in acidity might be brought about. 
On second thought, however, there is a difference, 
for if it is simply a question of letting bile into 
the stomach in accordance with a theory that the 
contact of bile, which dilutes the gastric juice, 
heals or relieves the ulcer by reducing the acidity, 
not only is there no need for obstructing the 
pylorus artificially after a gastro-enterostomy, 
but it is even highly desirable that the pylorus be 
allowed to remain open; while, on the other hand, 
if the operation is purely for drainage, obstruc- 
tion would be highly desirable in duodenal ulcers, 
in that it would keep the acid contents from 
coming in contact with the ulcer at all. 

It is conceded by all that the greater the ob- 
struction of the pylorus-at the time of operation 
the better and surer the results will be. This fact 
has led to a great many methods of artificially 
obstructing the pylorus, but [ think that all who 
have compared several cases in which permanent 
obstruction was tried with an equal number of 
unobstructed cases, will agree that the unob- 
structed cases do quite as well as the obstructed 
ones, if not better. Here, again, it seems quite 
probable that the reduction in acidity is brought 
about both by more rapid emptying and by the 
inflow of bile into the stomach, thus diluting its 
contents, just as withdrawing the blood of a 
patient who has been asphyxiated with illumi- 
nating gas, accompanied with an infusion of an 
equal amount of fresh blood into the vessels of 
the patient, produces much better results than 
either the method of drawing off of the asphyx- 
iated blood or the simple infusion of a certain 
amount of fresh blood employed alone. 

Assuming that the reduction of the acidity of 
the stomach contents is due to such a double 
process, we can harmonize our clinical results in 
a much better way. The Mayos, Peck, Doyen, 
and, in fact, the majority of the surgeons of wide 
experience, are inclined to lay more stress on the 
drainage feature. There are two or three things, 


however, which throw some doubt on their as- 
sertions. In the first place, the Finney oper- 
ation, when done for gastric ulcer, apparently 
gives just as good, if not better, results than 
posterior gastro-enterostomy. Secondly, we must 
consider very seriously the work of Paterson (79) 
which is very painstaking and bears the earmarks 
of splendid scientific work. Paterson takes the 
ground that the mechanical feature is unim- 
portant and that the good results are brought 
about by the influx of bile. His experience is 
that in cases in which there is no organic stenosis 
of the pylorus, the evacuation is slightly acceler- 
ated. Usually the stomach is empty in from 
three to four hours after meals. He tests this 
out by the amount of food recovered an hour 
after a test meal. In 60 per cent of a series of 
investigated cases the amount recovered after a 
test meal was less after operation than before, 
but the difference is not great. On the other 
hand, in 66 cases the amount of food recovered 
an hour after meals was 160 ccm. and 180 ccm. 
after operation. He concludes that in cases 
where the gastric motility was impaired, marked 
by pyloric stenosis or by adhesions, gastrojejunos- 
tomy results in marked improvement of evacua- 
tion of stomach contents. Paterson thinks it is 
immaterial whether the food leaves the stomach 
by the pylorus or by the stoma. He asks the 
question: “How does the mechanical explana- 
tion of gastrojejunostomy explain the relief of 
pain in the case of gastric ulcer in the stomach on 
the lesser curvature or in the body?” Paterson 
contends that the results of gastro-enterostomy 
in this class of cases are equally as good as those 
in gastro-enterostomy for pyloric ulcer. He 
says: “The most striking effect of gastrojejunos- 
tomy on the gastric contents is the diminution 
of the total acidity, 30 per cent.” He contends 
that this diminution is due to two causes: “To 
diminution of the total chloride secreted by the 
gastric mucosa, and to neutralization of free 
hydrochloric acid by bile and pancreatic juice 
which gain entrance to the stomach through the 
anastomotic opening.” In 99 per cent of Pater- 
son’s cases there was an increase of mineral 
chloride which gained entrance with the bile 
through the anastomosis. He has had occasion 
to undo several of his gastro-enterostomies, with 
always the same result; namely, an increase in 
the mineral chloride after gastro-jejunostomy, 
and a decrease toward the normal after the 
restoration of the alimentary canal to its normal 
condition. Furthermore, in all cases of gastro- 
enterostomy, accompanied by entero-anastomo- 
sis, for the purpose of short-circuiting the bile, 
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the chlorides have diminished. The bile and 
pancreatic juice contains 0.4 per cent of mineral 
chloride. By this means, it is estimated by 
Paterson that the average gastric contents after 
gastrojejunostomy contain between 1o and 15 
per cent of bile and pancreatic juice. The aver- 
age amount of bile in the normal stomach is be- 
tween 5 and ro per cent. The average increase 
of mineral chlorides after gastro-enterostomy by 
the various methods are: 

Posterior (Mayo) 0.082. 

Posterior (isoperistaltic) 0.096 

Posterior (vertical) 0.087 

Anterior (transmesocolic) 0.080 

Anterior (long loop) 0.070 

Sippy, in harmony with his alkalinizing medi- 
cal treatments, believes with Paterson, that the 
chief function of gastro-enterostomy is the alka- 
linization of the stomach contents by the bile and 
pancreatic juice. 


GASTROJEJUNAL ULCERS 


Moynihan (213), in volume 1 of the third edi- 
tion of his book, “Abdominal Operations,” speaks 
of gastrojejunal ulcer as “the only serious com- 
plication to be faced in connection with the oper- 
ation of gastro-enterostomy,” the vicious circle 
of twelve or fourteen years ago having practically 
disappeared with the perfection of the technique. 

At the 1916 meeting of the Southern Surgical 
and Gynecological Association the question came 
up in the discussion of the cause of gastrojejunal 
ulcer as to the statement of W. J. Mayo (209), 
that in 1,141 gastrojejunostomies done by them 
up to December, 1909, only three gastrojejunal 
or pseudojejunal ulcers had been encountered, 
although at least the peritoneal suture in all of 
their cases up to that time had been of non- 
absorbable material. C. H. Mayo, who was 
present at the discussion, stated that undoubtedly 
there were more secondary ulcers than that in 
the number, but that they had not been diag- 
nosticated. It is certainly true that there are a 
great many more gastrojejunal ulcers coming to 
our attention now than in former years. 

Rowlands (80) looking up the statistics fully, 
concludes that gastrojejunal ulcers follow gastro- 
enterostomies in about 1.5 per cent of cases. 

Less than 2 per cent of von Eiselsberg’s simple 
gastrojejunostomies developed secondary ulcers, 
in ten years’ experience. 

The writer’s own work shows a total of 1.2 per 
cent of secondary ulcers after simple gastro- 
enterostomy. 

Vankoogen, according to Moynihan, collected 
the details of 613 cases of gastro-enterostomy in 
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which ro cases of gastrojejunal ulcer had occurred. 
Of these there were 189 cases of anterior gastro- 
enterostomy, with 6 cases of secondary gastro- 
jejunal ulcer, 3.2 per cent; there were 444 cases 
of posterior gastro-enterostomy with only 4 cases 
of gastrojejunal ulcer, 0.9 per cent. This rela- 
tively greater frequency of gastrojejunal ulcer 
following anterior gastro-enterostomy as com- 
pared with posterior gastro-enterostomy is appar- 
ently borne out by all of the available literature. 

An interesting feature of this question is 
that posterior gastro-enterostomy with unilateral 
exclusion of von Eiselsberg seems to be particu- 
larly prone to development of ulcers, for we find 
that of von Eiselsberg’s 334 cases of simple gastro- 
enterostomy, in only 4 did gastrojejunal ulcer 
develop, while in 36 cases in which the gastro- 
enterostomy was combined with unilateral ex- 
clusion 3, 8.3 per cent, developed secondary 
ulcers. 

In 83 simple posterior gastro-enterostomies in 
the writer’s practice, only one developed a gastro- 
jejunal ulcer, while in 22 operations in which 
gastro-enterostomy was combined with unilateral 
exclusion two developed secondary ulcers, which 
after being excised returned the second time in 
both instances. 

W. J. Mayo (209) speaking of gastrojejunal 
ulcer, says: “In all of these cases that were ex- 
plored the buried or partially buried remains of 
the non-absorbable suture material used in 
making the anastomosis was found. The true 
importance of this was not appreciated until it 
was seen in a series of cases.” Further on in his 
paper, Mayo says: “Jejunal ulcers are usually 
mechanically produced by retention of the suture 
material used in making the anastomosis.” 

C. H. Mayo, at the 1916 meeting of the Southern 
Surgical and Gynecological Association, stated 
that about four out of five cases seen had rem- 
nants of the non-absorbable suture material 
hanging in the ulcer; that recently they had seen 
cases of secondary ulcer in which nothing but 
catgut had been used. 

Moynihan, in discussing the cause, says: “It 
may be the smallness of the opening; a bruising 
of the edges of the anastomosis, or the develop- 
ment of a hematoma in the wall of either viscus 
as the result of the wounding by a needle; per- 
sistent presence of quantities of free hydrochloric 
acid; or the tearing and unceasing irritation of 
unabsorbable thread, which has only partly been 
released from the suture line. It is the outer 
stitch which probably perforates here and there 
through the mucosa which is found hanging at 
the suture line months after the operation.” 
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Moynihan, however, is inclined to think that 
the secondary ulcer is due to the same cause which 
produced the primary ulcer, which he believes to 
be most likely a focal infection — usually in the 
abdomen, and particularly the appendix, which 
he believes should be removed at every operation 
for gastroduodenal ulcer. Moynihan (213) 
divides these ulcers into four clinical types: 

Ulcer develops rapidly and_perforates 
shortly after operation. There are only four 
cases recorded of this type. 

“2, The ulcer develops within a few weeks or 
months of the operation and the symptoms sug- 
gest a recurrence of the ulcer for which the opera- 
tion was performed, or a stenosis of the new 
opening. The symptoms are very similar to 
those caused by the original ulcer. 

“3. The ulcer develops slowly and insidiously 
and undergoes subacute perforation, with the 
result that a tumor forms in or abutting upon the 
epigastrium. About two-fifths of all recorded 
examples fall in this category. Upon examina- 
tion of the patient a distinct tumor is felt. Asa 
rule only some trivial discomfort or indigestion 
after meals is noticed. When the abdomen is 
opened the jejunum at or near the anastomosis is 
usually found adherent to the parietes. Upon 
separating the viscera a perforation into the 
intestine at the site of the ulcer a little below the 
site of anastomosis is discovered. 

“4. The ulcer perforates into a hollow viscus. 
The ulcer is of the chronic type, and the perfora- 
tion occurs after adhesion to a hollow viscus, 
either the stomach or colon.” 

Both C. H. and W. J. Mayo have repeatedly 
made the statement that they have never seen a 
true jejunal ulcer in all of their work. This has 
been entirely true in my own practice. The 
picture given in Class 3 by Moynihan has been 
true in all of my cases, except that the ulcer has 
been in the stomach distal to the anastomosis, 
and of large size. The perforation has been ex- 
tensive, but has been walled off in every instance 
by the transverse mesocolon, making a con- 
siderable palpable tumor. In this connection, it 
is well to state that I have seen one true jejunal 
ulcer which was exhibited to the County and City 
Medical Society of Portland several years ago 
by W. B. Holden. The ulcer was exactly opposite 
the anastomotic opening. 

In giving the symptoms of gastrojejunal ulcer, 
we can probably do no better than to give the 
words of Rowlands (80): 

“Symptoms usually appear after a period of 
comparatively good health. The first thing com- 
plained of is indigestion, the symptoms simulating 
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those of duodenal ulcer, except that the pain, 
which the patient describes as burning, is usually 
situated a little to the left of the middle line, 
above the umbilicus. Further, the relation of 
the pain to food taking is far less striking, 
although it is usually aggravated by solid foods, 
so that the patient limits his diet mainly to 
liquids and soft foods. Sometimes the pain is 
relieved by food, but it usually comes on again 
in an hour or two. Usually there are nausea and 
loss of appetite, occasionally vomiting, and even 
hematemesis with signs of dilatation of the 
stomach. ‘There is often tenderness and rigidity 
to the left of the umbilicus and there may be in- 
duration here due to plastic peritonitis with 
adhesions to the parietes, and even a cutaneous 
fistula may form. At any time signs of perfora- 
tive peritonitis may develop. The patient may 
have been perfectly well following the operation 
and the first sign of trouble is very acute pain in 
the abdomen, with rapid development of signs of 
perforative peritonitis.” 

Carman and Balfour (118) have made inter- 
esting roentgenologic studies of 11 patients. Of 
these, 10 showed abnormalities not generally 
seen in gastro-enterostomized stomachs. The 


signs were: retention from a six-hour meal; large 
size of stomach; graduated peristalsis and spastic- 
ity; deformities of the contour about the stoma; 


deficient patency of the stoma; local irregularity 
of the contour and dilatation of the jejunum. 
The most direct index was deformity of the 
stoma. 

Rowlands advises that medical treatment con- 
sists mainly of rest in bed, feeding of albuminous 
foods, and the neutralizing of the gastric juice 
with alkalies. In the way of surgical treatment, 
he recommends Finney’s operation, presumably 
for letting the bile into the pyloric end. He 
recommends as a more radical procedure the 
severing of the old anastomosis and the making 
of a new one. 

C. H. Mayo opens the loop of the bowel, 
and enlarges the anastomotic opening by the 
Finney type of operation, and removes the 
thread. He says: “Eventually a spontaneous 
cure may follow the removal of the suture in 
some cases.” 

In my own experience the surgical treatment of 
these ulcers is very discouraging. In my first 
two cases the secondary ulcer was excised, and 
in both instances the ulcer recurred in exactly the 
same location the second time. One of the 
patients died following the third operation in 
which I attempted to remove the ulcer, close up 
the old anastomosis and make a new one. The 
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other patient was operated upon twice more by 
Mayo in Rochester, and, I believe, is not entirely 
well yet. It may be stated that both of these 
cases were the ones referred to as following the 
von Eiselsberg unilateral exclusion, and are re- 
ported in this issue of SuRGERY, GYNECOLOGY 
and Opsretrics. My third case was one follow- 
ing ten months after a posterior gastro-enter- 
ostomy and it had perforated, so that the second- 
ary operation required drainage. The patient, 
who had chronic nephritis, died two days after 
the operation with complete anuria. My fourth 
case was one in which the secondary ulcer fol- 
lowed a sleeve resection for hour glass. The 
patient died thirty days after primary operation 
from a sudden hemorrhage coming from the 
base of a large secondary ulcer, discovered post- 
mortem. 

Von Eiselsberg (140) reports 15 operations for 
postoperative peptic ulcer. Of these only one 
was reported as permanently cured; 4 improved; 
3 lost sight of; 2 unrelieved; 5 died. 

Taking into consideration all of the available 
literature on the subject of secondary peptic 
ulcers, we are forced to conclude that this is one 
of the most serious conditions with which the 
surgeon has to deal, and it is very questionable 
whether our learning to make a diagnosis of this 
condition is of very much advantage to the pa- 
tient, from a surgical standpoint. It has been of 
advantage, however, in teaching us the impor- 
tance of one of the most serious phases con- 
nected with an operation for gastric and duodenal 
ulcer. In fact, if we are to believe statistics 
that are coming forward, gastrojejunal ulcer 
is almost as serious a desideratum as the pri- 
mary mortality of operation. It is fortunate 
that it apparently follows simple posterior 
gastro-enterostomy less frequently than any 
other operation for gastric and duodenal ulcer, 
for this is the operation which has given the 
best results. 

C. H. Mayo has for the past two years used 
only tannin catgut in making a gastro-enteros- 
tomy. He believes that this will lessen the 
danger of gastrojejunal ulcer, but admits that it 
may occur when only catgut is used. 

Taking into consideration the fact that these 
patients got along fairly well before we learned 
to make the diagnosis, it seems that, owing to the 
seriousness of surgical intervention for secondary 
ulcer and the poor prospect of cure, even if the 
patient recovers from operation, it is best to 
treat these patients according to Sippy’s (78) 
plan and advise against operation, except in 
extraordinary cases. 


END-RESULTS 

Discussing the question of end-results following 
medical treatment, we find that the statistics in 
regard to the cure by the European internist are 
entirely worthless as far as results are concerned. 
Lockwood (139) throws a good deal of light on 
these statistics in analyzing the statistics of von 
Leube. June 3, 1909, von Leube gave a report 
in the Deutsche medizinische Wochenschrift of 627 
patients treated in his clinic during the eleven 
years intervening between 1897 and tgog. Of 
these cases, with and without hemorrhage, 566, 
or go per cent, were clinically cured (76 per cent 
within four weeks; 15 per cent within a longer 
period); 8.5 per cent were improved; 1 per cent 
remained unimproved; 0.3 per cent died as a result 
of hemorrhage. Tabulating the ulcers that were 
attended by hemorrhage. he found that 90 per 
cent were clinically cured (66 per cent within 
five weeks, and 25 per cent within a longer 
period); 6.25 per cent were improved; 1.25 per 
cent remained unimproved, and 2.5 per cent died. 
The most illuminating part of von Leube’s statis- 
tics, however, is his definition of “clinically 
cured.”” According to Lockwood, von Leube 
states in his communication that he regards as 
cured those patients in whom the symptoms 
disappear for a period of three weeks, and by 
whom ordinary hospital diet, not especially pre- 
scribed for gastric diseases, but given to those 
patients whose digestion was good, was eaten 
without discomfort. The one saving clause is 
to the effect that von Leube admits that occa- 
sionally an ulcer is only apparently cured, and 
that after a longer or shorter time pain, dyspep- 
sia, and hemorrhage may reappear. If he had 
substituted the word “usually” for ‘occa- 
sionally” in this sentence his statistics would 
have been perfectly accurate. Every surgeon 
can testify that practically all of his patients 
have undergone numerous “clinical cures” of 
the kind referred to by von Leube. Mayo’s 
jocular requirement of “seven medical cures” 
before an operation should be thought of, is 
exceedingly modest, and understates the case, 
for, as shown in all of our statistics, the average 
ulcer patient is treated surgically after nine and 
one-half years of medical treatment. The aver- 
age patient gives a history of having been “cured”’ 
about twice a year, and i use the term “cured” 
advisedly, taking von Leube’s definition of a 
clinical cure as the standard. 

In the same article Lockwood quotes Green- 
ough and Joslin’s report of the work at the 
Massachussets General Hospital, in which they 
state that while 82 per cent of patients with ulcer 
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were discharged as cured or relieved, only 40 per 
cent remained well. He also quotes Mumford 
and Howe, who estimate that there are 80 per 
cent of apparent cures, of which one-half re- 
lapse, and also quotes Paterson who found that 
in 72 hospital patients discharged as cured, but 
19 remained well; 7 were doubtful; 40 were still 
suffering; 5 had undergone surgical treatment, 
and one had died. 

It is probable that the average of medical cures 
of gastric and duodenal ulcer in the hands of 
conservative and reliable internists is approxi- 
mately 50 per cent. Practically all of the sur- 
geon’s work comes from the other 50 per cent. 
It is undoubtedly true, however, that many of 
the improved as well as the unimproved cases 
were not ulcers at all, for every surgeon can 
testify to the frequent mistakes of the most pro- 
found internist as well as himself. 

Moynihan (102) in an address before the Brit- 
ish Medical Association in 1913, says: 

“There is now no longer any doubt in my own 
mind that the commonest site of gastric ulcer is 
in the right iliac fossa. That is to say, that in 


the majority of cases in which the most erudite 
teaching of the most astute German physicians 
would justify or compel a diagnosis of ulcer, the 
patient is often suffering from a lesion elsewhere, 
and more often than not in the appendix.” — 

It is certainly true that the internist who never 


follows his cases to the operating room, where 
he might prove or disprove his diagnosis, is a 
very untrustworthy diagnostician so far as ulcer 
is concerned, and his statistics of cure are just as 
untrustworthy, for he establishes in his own mind 
a certain symptom-complex which means to him 
ulcer, but which often is very far from it. 

There was a time when the surgeon was making 
statistics on this basis, for when he opened a case 
he had diagnosed ulcer from the symptoms and 
failed to find tangible evidences of the ulcer, he 
assumed that ulcer existed and did a gastro- 
enterostomy. But a just retribution soon over- 
took him, for practically all of these cases in 
which he did a gastro-enterostomy without the 
presence of an ulcer were very much worse off 
after the operation than before; this caused gastric 
surgery rapidly to come into disrepute, until at 
the present time no self-respecting surgeon will 
do a gastro-enterostomy for an ulcer that he can 
not absolutely demonstrate to his own entire 
satisfaction, as well as to the satisfaction of the 
bystander. Therefore, the cases that the surgeon 
of standing reports now as ulcers are ulcers with- 
out doubt, and most of the ulcers coming to the 
surgeon represent so many medical failures. 
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But, after all, it is with a spirit of deep humility 
that the surgeon discusses end-results of the 
surgical treatment of ulcer, for these are by no 
means so good as we would like to have them, 
and, like the internists’ statistics, the surgeons’ 
are also very inaccurate and variable. 

Deaver (202) includes 897 cases treated by 
Mayo, Moynihan, Robson, Czerny, Deaver, 
Paterson, Helferich, in a table in which the aver- 
age of cures was placed at 86 per cent. In 
Deaver’s own patients who were carefully traced, 
only 58 per cent had no gastric symptoms after 
operation; 14 per cent were markedly improved; 
6 per cent were unimproved, while 14 had died, 
either from the original gastric lesion or from a 
late complication or from cancer. 

Lockwood (139) quotes the statistics of Bett- 
man and White, who found that of 126 patients 
who survived operation, and who were under 
observation for a year or more, only 64.3 per cent 
remained well; 6.3 per cent were much better; 
while 24.7 per cent were reported as little or no 
better. 

Bidwell (203) reports 70 per cent cured. 

Bourne (205) traced 68 cases following gastro- 
enterostomy, and found that only 38 per cent of 
the gastric ulcers could be called complete cures, 
while the duodenal ulcers gave 70 per cent of 
cures. 

Graham (138) traced 337 duodenal ulcers, 
found 70 per cent were entirely cured; 16 per cent 
much improved; 11 per cent fair; 3 per cent not 
improved. Of those ulcers extending to or in- 
volving the pylorus, 72 per cent were cured; 24 
per cent much improved; 3 per cent fair; 1 per 
cent unimproved. Of 162 cases of gastric ulcer 
which were traced, 59 per cent were cured; 22 
per cent much improved; 13 per cent fair; 7 per 
cent unimproved. 

Joslin (40) traced 70 cases of gastric and duod- 
enal ulcer treated surgically. Of these 47 per 
cent were well; 19 per cent relieved; 14 per cent 
unrelieved; 20 per cent had died since recovering 
from the operation. Joslin’s combined results 
of medical and surgical treatment of 236 cases of 
gastric and duodenal ulcer during a period of 16 
years are: well, 39 percent; relieved, 32 per cent; 
unrelieved, 12 per cent; dead, 16 per cent. Of the 
cases 6 per cent had up to the time of the report 
died of cancer. 

Von Eiselsberg (140), of 317 cases recovering 
from operation, was able to trace 134 which had 
been completely cured. 

Peck (130), tracing 58 cases operated upon at 
the Roosevelt Hospital, found that 88 per cent 
showed good results. 
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Finney and Friedenwald (43) in 72 cases of 
gastro-enterostomy traced for more than a year 
showed 77.2 per cent of satisfactory recoveries, 
and in the pyloroplasty group of 82 cases, 88.6 
per cent. 

Kuttner (170) found that 65 per cent of the 
cases were completely cured and in 20 per cent 
there was marked improvement. 

In other words, the results were fairly satis- 
factory in about 85 per cent, which corresponds 
closely to the statistics of the Mayo Clinic re- 
ported by Graham (138), just quoted; for, 
counting the cured and the much improved cases 
of duodenal ulcer, 86 per cent of the cases were 
satisfactory, while the gastric ulcers showed 80 
per cent satisfactory results, so, after all, the 
ultimate statistics of the leading surgeons of the 
country are quite uniform; the absolute cures 
varying from 50 to 70 per cent, while the satis- 
factory improvements range from 75 to go per 
cent. 

W. J. Mayo (218) discusses the meaning of 
the term cured: “The patient who seeks relief 
from distressing symptomscannot always appreci- 
ate a ‘practical’ cure. To cure is relative, and 


depends on various conditions: (1) general ner- 
vous stability, (2) the pathological condition 
present, (3) the extent of this condition, (4) the 
proximity of the lesion to vital tissues, (5) extent 
of operation necessary to remove the diseased 
tissue, (6) coincident diseases, (7) the patient’s 


power to react. ‘These factors enter into con- 
sideration when treatment especially surgical is 
to be instituted. The patient may be, and often 
is, freed from disease, and life prolonged; yet he 
may not be freed from symptoms quite distres- 
sing. This is not always the fault of treatment, 
but an inevitable result of the pathologic condi- 
tion occurring before treatment was undertaken.” 


TECHNIQUE OF MEDICAL TREATMENT 


A. Schmidt (173) lays particular stress on the 
importance of keeping the patient in bed in the 
treatment of gastric ulcer, believing that the 
recumbent posture relieves the stomach from 
traction and pressure of other organs, rests the 
greater curvature, and lifts the anterior stomach 
wall out of the stomach contents. He applies 
moist heat, but suspends application of the heat 
for an hour at a time at frequent intervals, and 
sometimes substitutes the ice-bag when the pa- 
tients are made uncomfortable by moist heat. 

Walker (174) believes better results are obtain- 
able through cell rest, rectal drainage, dietetics, 
massage, baths, limited drug administration, 
than from operation, except in cases of hamor- 
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rhage and perforation. ‘To procure rest, he puts 
the patient to bed for ten to twenty days with no 
food or drink, except sterile water. After the 
enforced period, the patient is put on hard, dry 
toast, well salted and thoroughly masticated, 


juice of red beef, milk, soft cooked eggs, custards, 


and broths. The diet is gradually increased, 
and at the same time nutrient enemata are gradu- 
ally withdrawn. By drainage, he means cathar- 
tics. At the beginning #9 grain. of calomel is 
given every fifteen minutes until forty doses have 
been taken. During this time a saline laxative is 
given every four hours. The rectum is flushed 
every morning by a saline enema. Sixteen grams 
of castor oil are given the evening of the second 
day. No more cathartics are given after this. 
The teeth are thoroughly washed several times 
each day, and the mouth washed with some mild 
antiseptic solution. Pain is controlled by packs, 
plasters, opium by rectum, or morphine hypo- 
dermatically. Internally milk of magnesia, 
lithium citrate, etc., are given by mouth as re- 
quired during the time in bed. Hemorrhage is 
treated by morphine and ice-packs. Absolute 
mental and physical rest is considered imperative. 

Friedenwald (176) recommends the use of 
scarlet red as an adjuvant in the treatment of 
gastric ulcer, and it is particularly serviceable in 
the treatment of ambulatory cases. It does not 
interfere with the administration of other rem- 
edies, and, indeed, its combination with the 
alkalies or belladonna is at times most beneficial. 

The von Leube treatment (178) places special 
emphasis upon diet, saline laxatives, application 
of heat to the epigastrium. One tablespoonful of 
saline laxative is dissolved in 500 ccm. of warm 
water, and the patient drinks 125 ccm. of this 
each ten minutes until all is taken. Then, in 
half an hour, breakfast is eaten. If one or two 
watery discharges do not result, the doses of the 
salts should be regulated accordingly. Heat 
applied to the epigastrium is one of the essential 
features for the first twelve or fourteen days. 
During the first fourteen days the following diet 
is prescribed: 500 ccm. of milk, 200 grams zwei- 
back, and 500 ccm. of meat solution, given as six 
feedings of 250 ccm. each, the first at seven a.m., 
and the last at six p.m. The meat solution is 
prepared by digesting beef with a strong acid 
solution of pepsin in hermetically sealed vessels 
at higher than body temperature. One pint con- 
tains one-half pound of beef. To this may be 
added, if desired, a small quantity of beef extract 
and table salt. This gives 1,800 calories of heat 
per day, and, if rest in bed is enforced, is sufficient 
to maintain the body weight. 
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After the fourteenth day the patient is allowed 
to be up and is given a light diet of pigeon, 
chicken, puree of potatoes, thicker soups, wheat 
bread, etc. Eight days later the return to 
coarser foods is effected. . All foods are given 
warm. 

Patients with bleeding ulcer are given absolute 
rest in bed for two or three weeks. For the first 
three days they take nothing by mouth, but are 
given two daily nutrient enemas, each containing 
250 ccm. milk, two or three eggs, and a pinch of 
salt. On the fourth day feedings are commenced 
as above. A Priessnitz compress is kept on the 
epigastrium. 

Yarotsky’s (179) treatment is based on the use 
of eggs and butter. When the patient enters the 
hospital, he gets, the next morning, even in the 
presence of hemorrhage, one raw white of egg, 
without salt, and in the evening of the same day 
20 grams of fresh butter, also without salt. Each 
succeeding day the amount of white of egg is 
increased by one, and that of butter by 20 grams, 
until eight whites and 160 grams of butter are 
given. The latter amount may be continued 
for one or two days, and then mashed potatoes 
may be added, prepared with water and butter. 
No drinking water is allowed, as this increases the 
flow of gastric juice. Water may be given in the 
form of enemas if the thirst is excessive. Later 
weak, sweetened tea is allowed. Milk is not 


given for a long time, but vegetables with various 
gruels, with oil or butter are well borne. 

Sippy (78) briefly describes the technique of 
his treatment as follows: 

“The patient remains in bed for three to four 
weeks. Unlesssome serious complicationis present, 
some or all of his regular work may be done at 


the end of four or five weeks. A wide variety of 
soft and palatable foods may be given. The fol- 
lowing plan of diet has been found to be most 
adaptable: Three ounces of a mixture of equal 
parts of milk and cream are given every hour 
from 7 a.m. until 7 p.m. After two or three days 
soft eggs and well cooked cereals are added, until 
at the end of ten days the patient is receiving 
approximately the following nourishment: Three 
ounces of the milk and cream mixture every hour 
from 7 a.m. until 7 p.m. In addition, three soft 
eggs, one at a time, and nine ounces of cereal, 
three ounces at a feeding, may be given each 
day. Thecereal is measured after it has been pre- 
pared. Cream soups of various kinds, vegetable 
purees, and other soft foods may be substituted 
now and then, as desired. 

“The total bulk at one feeding while food is 
taken every hour should not exceed six ounces. 
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Many of the feedings will not equal that quan- 
tity. The patient should be weighed, and if 
desired a sufficient quantity of food may be given 
to cause a gain of two or three pounds each week. 
A large variety of soft and palatable foods may 
be used, such as jellies, marmalades, custards, 
creams, etc. The basis of the diet, however, 
should be milk, cream, cereals, and vegetable 
purees. Lean meat is not given during the period 
of active observation, since it interferes with the 
tests for occult blood in the stools and aspirated 
stomach contents. The acidity is more easily 
controlled by feeding every hour and giving the 
alkalies midway between the feedings. Ten 
grains each of heavy calcined magnesia and 
sodium bicarbonate, alternating with a powder 
containing 10 grains of bismuth subcarbonate 
and 20 or 30 grains of sodium bicarbonate mid- 
way between feedings. If the patient has had 
stagnation of food, larger quantities of alkalies 
are required. For instance, in cases of severe 
obstruction with duodenal ulcer as much as. 
too grains of sodium bicarbonate every hour 
midway between feedings are used. In cases of 
partial obstruction of long standing there is 
usually an excessive secretion when the stomach 
isempty. ‘This secretion should be aspirated two 
or three times during the night, if necessary, to 
keep the stomach entirely empty.” 

Sippy considers that the ideal conditions for 
the healing of peptic ulcer are maintained when 
the aspirated stomach contents show absence of 
free hydrochloric acid during the entire time that 
food and the accompanying secretion are present 
in the stomach, and all excessive night secretion 
is controlled. 

Sippy considers that the von Leube type of 
medical treatment is inefficient and incomplete. 

All of the methods of medical treatment of 
ulcers certainly have commendable features, but 
it seems that Sippy’s plan is the most nearly 
complete and the best founded of all. 

In connection with the treatment of bleeding 
ulcer, I think it is well to emphasize the fact that 
an acute bleeding ulcer is never a surgical condi- 
tion during the bleeding process. If the eroded 
vessel is so large as to require immediate surgical 
intervention, the patient will almost certainly 
die before a decision and arrangements for a 
surgical operation can be made. If the vessel is 
not of this size, an immediate operation is un- 
necessary and much more dangerous than con- 
servative treatment. In fact, the haemorrhage 
will practically always cease if the stomach is 
put at absolute rest and all nourishment, even 
fluids, withheld from the body for two or three 
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days. By this, we mean that nothing whatever 
shall pass into the stomach; no rectal or sub- 
cutaneous infusion shall be given at first, and, if 
the patient is very restless, morphine should be 
given. It must be remembered that even fluid 
taken by the rectum increases the blood-pressure 
and thwarts Nature’s effort to stop the hamor- 
rhage by reducing the blood-pressure. An ice- 
bag is placed over the stomach; the patient is 
instructed to remain absolutely quiet, with room 
darkened and no conversation permitted. 


SURGICAL TECHNIQUE 


As has already been stated, most of the original 
ideas concerning gastric surgery were developed 
in Continental Europe, while the refinements of 
technique were developed by American and 
English surgeons. Intestinal suturing and in- 
testinal anastomosis were developed to a very 
large extent in America, and particularly in 
Chicago, beginning with Senn’s bone-plate, then 
Murphy’s button, and the through-and-through 
intestinal suture popularized largely by the 
writings and experimental work of Connell. 
The Murphy button supplanted Senn’s_ bone- 
plate, and the through-and-through suture sup- 
planted the Murphy button to a large extent, 
although not entirely. The Murphy button has 
been pronounced the most ingenious and perfect 
surgical device that has been produced in the 
history of surgery, and it is still used under cer- 
tain conditions by a great many surgeons. The 
perfected holding-clamp for intestinal suturing 
was early used by Doyen, and later by Moynihan, 
who, according to Mayo, introduced the clamp 
into this country, and since that time it has been 
quite generally used by surgeons everywhere. 

During the experimental stage of the develop- 
ment of intestinal suturing a good many differ- 
ent devices were proposed with the idea of hold- 
ing the intestine in position while sutures were 
placed, among them the bone bobbin of Mayo 
Robson, O’Hara’s intestinal forceps, Laplace’s 
forceps, the crushable potato button (Coffey) 
(211), which was a short hollow cylinder with a 
groove into which the edges of the two segments 
of intestine were drawn with a purse-string until 
the rows of Lembert sutures could be placed, 
after which the shell of potato was crushed and 
allowed to digest in the intestine or pass on. 
Later on, the author (212) simplified this device 
by using a thin hollow cylinder of potato, over 
which the two ends of the intestine were drawn 
and held in position by two transfixion pins, 
which were withdrawn as soon as the sutures had 
been placed. These devices worked beautifully, 


but the author about this time took up an ex- 
tensive experimental study of intestinal suturing 
by the Maunsell and the Connell methods, and 
found that with sufficient practice the simple 
through-and-through suture operation was the 
best, thus making at once all aids to intestinal 
suturing obsolete, for in this same year and same 
series of experiments the Murphy button was 
found to be inferior to the simple suture and 
decidedly more dangerous. As the result, the 
author has never used a Murphy button or any 
other artificial device for intestinal suturing, 
except the Moynihan holding-clamps, since this 
experimentation conducted prior to November, 
1902. In addition to these might be mentioned 
the McGraw rubber ligature, which was also 
devised before the complete significance of the 
through-and-through suture was understood. 
Along this line, Coffey (183) succeeded experi- 
mentally in making an anastomosis without even 
puncturing either viscus at the time of operation. 
The two viscera were prepared by cutting a but- 
ton about an inch in diameter through the perito- 
neal and muscular coats, down to, but not cut- 
ting, the submucous plexus of vessels. The 
muscle-fibers within and without this circular 
cut retracted, leaving a definite button of tissue. 
This button was pulled out beyond the contour 
of the viscus by sponge forceps, and a very thin 
rubber ligature was wrapped several times around 
the neck of the button which it was proposed to 
cut out. The two buttons were then brought 
into contact and the viscera sutured together 
around the buttons. In about three days the 
rubber ligature cuts through leaving a perfect 
anastomotic opening. This method is very 
applicable and distinctly advantageous in doing 
an entero-enterostomy after an anterior gastro- . 
enterostomy, and has been used by the author 
with satisfaction. The ligature is usually a very 
thin rubber band cut in two at one point. 

There are scores of other methods of technique 
which might be mentioned, but all have been 
made obsolete by the perfection of the through- 
and-through suture, with or without holding- 
clamps. 

The perfection of the through-and-through 
suture also made possible the perfection of the 
operation of gastro-enterostomy, which was early 
recognized as the chief operation in the treat- 
ment of gastric and duodenal ulcers. It was 
soon found that simply the making of a perfect 
anastomosis was not all that was necessary, for, 
following the long loop operation, either with 
anterior gastro-enterostomy or posterior gastro- 
enterostomy, a certain proportion of these cases 
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had a persistent vomiting of bile, requiring a 
secondary operation, and, at times, even pro- 
ducing death. This was known as the “vicious 
circle,” and was the most serious feature con- 
nected with a gastro-enterostomy at that time. 
The long loop operation was followed soon by the 
short loop Mikulicz-Peterson operation, and 
next by the short loop Moynihan operation, with 
the intestine applied downward and to the right; 
but with all of these methods, as well as the Roux 
operation and the use of entero-anastomosis the 
vicious circle continued to occur in a certain 
proportion of cases, and it was only after Mayo 
had taught us to apply the intestine to the 
stomach wall downward and to the left, and 
Moynihan to apply it directly downward that 
the so-called “vicious circle” disappeared as a 
serious or frequent complication. 

In doing the anterior anastomosis, the vicious 
circle is now prevented by applying the intestine 
directly to the stomach for half an inch to an 
inch beyond the end of the anastomosis, above 
and below. Occasionally a vicious circle, as 
Moynihan has pointed out, is produced by 
twisting the intestine on its axis as it is being 
applied to the stomach. An opening which is 
too long may permit a partial hernia of the small 
intestine into the stomach, creating a long spur 
which permits the bile to come into the stomach, 
but, owing to greater intragastric pressure, closes 
the efferent loop of intestine as it leaves the 
stomach. Occasionally severe adhesions in the 
neighborhood of the anastomosis will so kink the 
intestine as to produce a backflow of bile into the 
stomach. This is relatively rare, and it may 
usually be prognosticated that when a vicious 
circle occurs it is due to faulty technique. 

In performing posterior gastro-enterostomy the 
question arises whether it is more practicable to 
do the operation by the use of clamps or to use 
traction loops with plain suturing. The great 
majority of surgeons use clamps as routine, and 
it is probably better practice on the average. 

However, clamps are not entirely without 
danger, as they frequently break the mucous 
membrane, experimentally and clinically proved. 
A case (64) of my own has been reported in 
which the pressure of a very thin bladed clamp of 
the Moynihan type broke the gastric mucous 
membrane and so devitalized a blood-vessel that 
it was digested off and produced death by 
hemorrhage before the condition was diagnosed. 
The hemorrhage began about thirty hours after 
the operation. A postmortem was held, and the 
bleeding point accurately demonstrated. It is 
possible that this occurs more frequently than 


we know of and no harm comes from it. How- 
ever, it does not occur very frequently, for re- 
cently, when clamps have been used, I have re- 
leased them as soon as the posterior internal su- 
ture has been completed, in order to examine the 
mucous membrane. In more than a dozen cases 
examined recently no break in the mucous mem- 
brane has been noted. 

It is probable that the ideal attitude to assume 
on this question is that clamps should be used 
when they can be applied without tension on the 
stomach. In fat patients, or patients with a 
short mesocolon, or with stomach high up under 
the rib arch the operation can certainly be done 
more safely without clamps. The technique of 
suturing is practically the same as that when 
clamps are used. The jejunum is applied to the 
stomach usually by the Mayo method downward 
and to the left. As soon as the direction is ob- 
tained, a deep traction suture is made to take a 
deep bite in both the intestine and the stomach, 
picking up the intestine approximately an inch 
from the ligament of Treitz. Another traction 
loop is passed a little over two inches farther on 
and corresponding to the bottom of the stomach. 
These sutures are tied and used for traction 
throughout the operation. The peritoneal su- 
tures are placed back of these two traction su- 
tures. Three or four re-enforcement quilt sutures 
are placed between these traction sutures, in- 
cluding all of the layers of intestine and stomach. 
The cut is then made down through the peri- 
toneal and muscular coats, but not cutting the 
submucous vessels. The inside suture, of chromic 
catgut, is now placed, and may be a buttonhole 
stitch or a simple over-and-over stitch, and is 
made to include the posterior cut edges of both 
viscera. The continuous suture is locked, the 
submucous vessels crossing the wound are located 
and picked up with artery forceps, and the 
viscera opened, when the internal suture is con- 
tinued around, just as when clamps are used. 
By making traction on the previously mentioned 
traction loops and also upon the long ends of the 
internal continuous suture, the viscera may be 
lifted well up into the wound, and, as we showed 
in a previous article (64), the fluids in the stom- 
ach all gravitate into the fundus of the stomach 
as soon as the mucous membrane is punctured 
and the gas escapes. ‘The operation is completed 
just as when clamps are used, and the abdominal 
tissues are protected from soiling by the use of a 
roll of gauze back of the suture line, and gauze 
covering the tissues in just the same manner as 
is customary when clamps are used. 

A number of holding-clamps have been devised, 
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such as Moynihan’s modification of the Doyen 
clamp, the Roosevelt clamp, which includes both 
clamps in one, and the Bartlett clamp, which 
consists of three straight bars brought together 
and held by a set-screw, but these are details 
which may well be left to the personal choice of 
the operator. 

The question of suture material since the 
frequency and seriousness of gastrojejunal ulcer 
has been recognized is now under discussion. 
Since C. H. Mayo (159) expressed the belief that 
non-absorbable suture material had a great deal 
to do with the formation and perpetuation of 
gastrojejunal ulcer, and in harmony with this 
belief began the use of tannin catgut for all of 
the layers, a great deal of discussion has taken 
place. 

Moynihan (213) has for many years used a 
continuous over-and-over suture of Pagenstacher 
linen for both the inner through-and-through 
suture and the external peritoneal suture, and 
has seen no convincing proof that the linen pro- 
duces the ulcer. It is undoubtedly true that the 
peritoneal linen suture is frequently found hang- 
ing in the wound (as we demonstrated experi- 
mentally and reported in 1g02 [212] ), and has 
been usually seen when it has been necessary to 
open a gastro-enterostomy wound for any pur- 
pose clinically, whether an ulcer exists or not, but 
there seems to be no certain evidence that the 
thread is in any way the cause of a secondary 
ulcer, or even that it prevents a secondary ulcer 
from healing. It may be simply an innocent 
bystander which has been exposed by the ulcer- 
ating process, for it is found that these ulcers 
may be two or three inches in diameter, while the 
thread is only exposed at one edge of the ulcer 
(215). Owing to the great weight of Mayo’s 
opinion, and his reputation for accuracy, how- 
ever, it seems wise to abandon the continuous 
non-absorbable suture material until the status of 
the question is more thoroughly established. 

It is a very simple matter to use chromic or 
tannin catgut for the inner suture and fine inter- 
rupted linen or silk sutures for the peritoneal 
line, re-enforced possibly by a half dozen through- 
and-through quilt sutures of fine linen, which, 
experiments prove, slough out in a very few 
days. 

There are three types of continuous sutures in 
use for the inner suture: first, the combined 
buttonhole suture, and the in-and-out suture as 
practiced by Mayo; second, the double cobbler 
stitch, as practiced by Crile; third, the simple 
running over-and-over stitch used by Moynihan. 
There is very little difference as to speed and 


‘various procedures. 
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accuracy between the stitch used by Mayo and 
the one used by Moynihan. The Crile stitch is 
possibly nearer perfection, but is technically diffi- 
cult for the average surgeon. 

After the technique of gastro-enterostomy had 
been perfected in the Mayo Clinic and in the 
Moynihan Clinic the results were so good as to 
produce a sense of satisfaction in the minds of 
most surgeons, but, owing to the fact that a cer- 
tain proportion of the patients seemed to have a 
recurrence of the ulcer, or remained otherwise 
uncured, a question arose in the minds of sur- 
geons as to whether gastro-enterostomy after all 
was all that was needed. Surgeons everywhere 
began to do more radical work. Some thought 
the ulcer should be excised whenever possible. 
Others thought that the pylorus should be ob- 
structed by some means. Von Eiselsberg cut 
off the stomach and turned in the ends, making 
an operation practically as serious as gastrectomy 
for cancer. Bartlett (200) cut the pyloric end of 
the stomach, leaving the upper and lower borders 
containing the vessels intact. Wilms ligated the 
pylorus with a band of fascia cut from the ab- 
dominal wall or from the fascia lata. Brewer 
used a metal band around the pylorus. Bier 
crushed the pyloric end of the stomach with the 
angiotribe, tied a string around it and sewed the 
adjacent peritoneal surfaces over the crushed 
portion. C. H. Mayo and others used an omen- 
tal band drawn tightly around. 

After a sufficient length of time had elapsed, 
doubt arose as to the benefits derived from these 
The simple procedures of 
placing some kind of constriction around the 
pyloric end of the stomach have not done as much 
good as was expected. The Rodman operation 
and the von Eiselsberg unilateral exclusion add . 
so much to the danger of the operation that they 
are now reserved by most conservative surgeons 
for special indications. 

The operations for excision of ulcers have also 
been disappointing. The danger of an excision 
operation plus gastro-enterostomy is very much 
greater than simple gastro-enterostomy, and, 
what is more, the ultimate results are not so good 
as where the ulcer has not been excised (see 
Balfour’s article, Transactions Western Surgical 
Society, 1916), as a very large per cent of con- 
servative surgeons now concede. The von Eisels- 


berg exclusion operation not only adds much to 
the danger of gastro-enterostomy so far as imme- 
diate mortality is concerned, but also undoubtedly 
adds a predisposing element to secondary post- 
operative peptic ulcers (215). 

The Mayo transgastric excision operation is 
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occasionally indicated. The Balfour cautery 
operation will probably have an increasing use- 
fulness. 


PERFORATING ULCER OF THE STOMACH AND 
DUODENUM 

The seriousness of perforating ulcer of the 
stomach and duodenum was not recognized until 
Weir (44), in the year 1900, collected 51 cases of 
perforating duodenal ulcer reported in the litera- 
ture up to that time, including one reported by 
himself. Of the 51 cases operated upon prior to 
that time only 7 had recovered, making a mortal- 
ity of 85 per cent. In the light of some of the 
most recent work on this subject a very inter- 
esting feature of Weir’s report is that of the 44 
deaths in the 51 cases, only 2 patients were 
operated upon before the end of twenty hours. 
The patients that had recovered were operated 
upon 10, 10, 12, 12, 15, 25, and 30 hours, re- 
spectively, after the onset of the symptoms. 

Mayo Robson (126) reported 156 cases of per- 
forating ulcer recorded in the literature, and gave 
a mortality of 66 per cent. Sixty-one cases 
operated upon within twenty-four hours after 
the onset of symptoms gave a mortality of 
37-7 per cent. 

Petren (127) reported 135 cases with 60 per 
cent mortality. Of those operated upon within 
the first twelve hours 56 per cent recovered; 
during the second twelve hours 43 per cent re- 
covered. 

In going over the entire literature of the sub- 
ject, we find that approximately 50 per cent of 
the perforated duodenal and gastric ulcers which 
have been operated upon have recovered. Re- 
cent reports, however, are very much more en- 
couraging. 

Deaver (190) reports on 36 cases of perforating 
ulcer of the stomach and duodenum. Of the 36 
cases, he refused to operate upon ro, on account 
of the serious condition of the patient. Of the 
26 operated on, 25 were operated upon before the 
end of twenty-four hours, with no deaths. One 
was operated upon twenty-nine hours after the 
onset of symptoms, and died, giving a mortality 
of a little less than 5 per cent. 

R. P. Sullivan (42) reports 20 cases of per- 
forating gastric and duodenal ulcer with one 
death, a mortality of 5 per cent. The most 
interesting feature of Sullivan’s report is that the 
longest time between the onset of symptoms and 
the operation was fourteen hours, and this 
occurred in the patient who died. The next 
longest time intervening was ten hours, the next 
nine hours, and the remainder of the series were 
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operated upon between four and eight hours 
after the onset of the symptoms. 

Gibson (48) reports 14 cases of perforated 
duodenal ulcer with one death. In the one 
dying the operation was done thirty-six hours 
after the initial symptoms. Of those recovering, 
one patient was operated upon two hours after 
the initial symptoms; 2 of the patients in 2.5 
hours; 1 in 2.75 hours; 3 in three hours; 1 in 
three and one-half hours; 1 in five hours; 1 in 
eight hours; 1 in eighteen hours; 1 in twenty-four 
hours. Gibson contends that patients operated 
upon within a few hours, say four or five, should 
not give a mortality in excess of 5 per cent. 

Thus it will be seen that a perforated peptic 
ulcer, if not operated upon early, is one of the 
most serious troubles with which the surgeon has 
to deal. On the other hand, if the diagnosis is 
made and the operation performed within the 
first few hours by a competent surgeon the 
danger is relatively small, regardless of the 
technique of the operation performed. For in- 
stance, Deaver in his splendid reports attributed a 
great deal of his success to doing a gastro-enter- 
ostomy with drainage; Gibson has good success 
without the gastro-enterostomy, and finds that 
the ulcers are mostly cured after perforation; 
while Sullivan thinks that drainage is entirely 
unnecessary, in early cases. 

Deaver (190) recommends the following treat- 
ment for perforated gastric and duodenal ulcer: 

1. Closure of the ulcer. 

2. Plication of the duodenum to obliterate its 
lumen, and fortification of this area by covering 
with gastrocolic and gastrohepatic omentum. 

3. Posterior no loop gastrojejunostomy. 

4. Drainage of the pelvis through a suprapubic 
stab wound. 

The after-treatment consists in the use of the 
sitting posture, continuous proctoclysis, prohibi- 
tion of everything by mouth until peristalsis is 
re-established, as evidenced by auscultation, and 
especially by the passage of flatus. The stomach 
tube is employed freely for vomiting, regurgita- 
tion, or gastric distention. Experimentation 
with food is begun after the passage of flatus, 
beginning with albumin water. No purgatives 
are given, but a cleansing enema is given on the 
third day after operation. 

This is undoubtedly the clearest description 
and the most rational treatment that has been 
offered for perforating ulcer, provided that the 
patient is operated upon within the first few 
hours and the operation is performed by a thor- 
oughly skilled gastro-intestinal surgeon; but the 
occasional operator and the surgeon who is not 
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particularly skilled in gastro-intestinal surgery 
will do better to omit the second and third pro- 
cedures, namely, plication of the duodenum and 
gastro-enterostomy, for I think that the majority 
of surgeons will agree with Gibson (48) that the 
gastro-enterostomy is entirely unnecessary, al- 
though it might admittedly be the ideal per- 
formance. As Gibson states, nearly all of these 
patients after recovery from perforated ulcer 
have splendid ultimate results. 

Sullivan (42) reaches the following conclusions: 

“1. The diagnosis of perforation of gastric 
or duodenal ulcer should be made in the majority 
of cases, and the imperative indication is early 
operation. 

“2, In the treatment of perforated ulcer 
gastro-enterostomy can safely be added if the 
patients come to operation within ten hours after 
the onset of symptoms. 

“3. Simple closure of the perforation without 
gastro-enterostomy is a safe routine, but later 
stenosis is more apt to occur. 

“4. Drainage can be discarded in early cases, 
especially if operation is performed within six 
hours after the onset of the symptoms. 

“s. Early use of a liberal diet should be 
practiced.” 

Concerning the stenosis following the closure 
of a perforated duodenal ulcer, it is probable that 
such stenosis takes place rarely. 

The proposal to discard drainage is questionable 
and would certainly require a larger experience, 
before laying it down as a law. 

His fifth conclusion, in which he advises the 
early use of a liberal diet is apparently taking a 
great deal of unnecessary risk without offering 
any advantage as compensation. 

These very remarkable reports of Gibson, Sul- 
livan, and Deaver all speak the same sentence in 
unison: Early diagnosis is the chief desideratum 
in the treatment of perforated ulcer. 

Moynihan (213) has probably given the best 
description of the onset of the symptoms of per- 
forating ulcer. He divides perforations into 
three classes, acute, subacute, and chronic. In 
the acute perforation the ulcer gives way sud- 
denly and completely; the stomach contents are 
free to escape at once into the general peritoneal 
cavity. Subacute perforation probably gives 
way almost as quickly, but owing to the small- 
ness of the hole or emptiness of the stomach the 
infected area is soon surrounded, or the hole is 
plugged with a piece of omentum. In most cases 
of subacute perforation the patient has usually 
been feeling worse for several days before the 
perforation takes place. These pains are often 
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vague, general, or localized pains, such as spasm 
or stitch when the patient turns quickly or laughs. 
In acute perforation, he says that at the moment 
at which perforation occurs there is the most 
agonizing and unendurable pain. The least 
movement seems to add something to its severity. 
The tense rigidity of the whole body is in striking 
contrast to the ceaseless unrest of the patient 
who is suffering the agony of hepatic colic. The 
abdominal muscles are found to be in a condition 
of inflexible rigidity. Over the ulcer the stiff- 
ness is of the most obdurate character; one might 
almost think that a disk of metal replaced the 
supple muscle. This local increase of general 
resistance is most definite and distinct, as a rule, 
and it affords a decided help, not only in the 
diagnosis of the lesion, but in its location. The 
patient’s expression is of one who is terror struck. 
The approach of a hand to the abdomen for the 
purpose of examination is quickly resented, and 
the most piteous appeal for gentleness is made. 
The breathing is short, jerky, and shallow, and 
the patient may indeed cry out that he cannot 
breathe. Though the patient looks generally 
ill — with pallid face, staring eyes, and sweating 
brow — the pulse will be found at the first to be 
hardly altered in frequency or volume. Un- 
happily, this fact of the unaltered pulse-rate is not 
generally recognized even now; accordingly de- 
lay, which is always serious, may occur. The 
pulse increases in frequency and decreases in 
value very soon, but this is not due to the per- 
foration, but to the peritoneal contamination, 
which is the inevitable sequel. 


Note. Conclusions: See article on Chronic Gastric and Duodenal 
Ulcer. Surg., Gynec, & Oost., 1917, xxiv, March, 350. 
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Byford, H. T.: The Dry Treatment of Wounds. 
Tr. South. Surg. & Gynec. Ass., White Sulphur 
Springs, 1916, Dec. 


The author’s endeavor is to provide a dressing 
that will act with the same efficiency and comfort 
as the scab on the abrasion. The method recom- 
mended is the use of dry absorbent cotton in such 
a way that it will form a dry dressing that will 
remain on the wound until healed. 

The advantages of absorbent cotton are that it 
is soft and non-irritating and can be easily and effi- 
ciently applied by the patient or a friend. The 
fibers that project on the surface are small, soft, 
yielding and absorbent, and adjust themselves to 
the irregularities of the granulating surface. Gauze 
does not answer the purpose because it is rough and 
irritating, and either ‘receives granulation tissue’ 
into its meshes or rubs it-off. 

No irrigation or disinfection is required, the 
wound being merely dried off when the cotton 
dressings are changed. A superficial wound with- 
out much discharge requires only two or three 
changes, two or three hours apart, after which the 
cotton remains dry and is left on until the wound 
is healed. Wounds of the deeper vascular tissues 
and septic wounds require the changes to be made 
over a longer period of time, but the intervals are 
progressively lengthened until they are twelve 
hours apart, then twenty-four hours, when the 
cotton usually remains dry and may be left on. 


Mann, A. T.: Nails and Screws Through Joint 
Surfaces. Surg., Gynec. & Obst., 1916, xxiii, 550. 


This series of experiments was undertaken after 
nailing a fractured and misplaced external condyle 
in a boy of seven, through the joint surface, in order 
to determine the behavior of nails and screws so 
placed, and the joint changes in response to their 
presence. 

In seven knees which were operated upon, silver- 
plated screws and ordinary screws and wire nails 
were inserted through the cartilage surface of the 
femurs so that some of them were below, some 
flush, and some in a faulty position and left project- 
ing above the cartilage. In the whole series no 
joint became infected and no specimen was lost. 


The dogs were allowed to run about without fixation 
of the joints. Most of them favored the operated 
leg for a time, but as a rule they soon lost their 
limp and all of them were running and jumping 
about actively at the time the specimens were re- 
covered, varying from six weeks and one day to six 
months less two days. These experiments were 
done without fractures and without the presence of 
autografts. 

The conclusions are as follows: 

1. Nails and screws are tolerated in joint surfaces 
in the human as well as in the experimental cases; 
and with surprisingly little reaction. 

2. They remained firmly embedded in every 
specimen recovered. 

3. In every case where the nails and screws pro- 
jected above the joint surface, there was a distinct 
upbuilding of the condyle as Nature’s reply to a 
rigid metal body projecting into the joint. 

4. It is exceedingly interesting to find that the 
increase in joint level seems always due to the 
growth of bone and not to the increase in the thick- 
ness of the cartilage. 

5. In each case where tissue grew across over the 
head of a nail or screw, or across in the groove of the 
screw, the new tissue showed a reversion to the con- 
nective-tissue type. 

6. Even when the nails and screws have re- 
mained more or less uncovered the dogs have run 
about normally after a short convalescence. 

7. In each case the scratch or groove on the 
opposing surfaces was filled in as the projection of 
the nail or screw lessened by the upbuilding of the 
condyle. The defect was apparently entirely filled 
in all but one specimen and this was closing in nicely 
at the end of six weeks. 

8. As a point in technique it seems better to 
swing a hinge-joint freely at the time of the opera- 
tion in order to scratch the groove made necessary 
by a badly placed nail or screw and thus save the 
time and pain during convalescence which would 
be required in scratching the groove little by little 
later. 


Yeomans, F. C.: Surgery of the Aged. Bull. 
Dept. Public Charities, 1916, i, go. 


A summary of 67 cases shows the following: 
The number of cases by decades was 40 to 50 
years, 6; 50 to 59 years, 19; 60 to 69 years, 30; 
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70 10 90 years, 11; over 80 years, 1. The ex- 
tremes of age were 41 to 86, with an average of 62 
years. 

Sex: 43 male, 24 female. 

Anesthetic employed: ether or chloroform, 36; 
nitrous-oxide gas and oxygen, 6; local novocaine, 
25. 

Result: recovered, 61; died 6, an operative mor- 
tality of 9.8 per cent. 

The 6 fatalities were: 

Hernia: one on the second day, pulmonary 
cedema; one on the seventh day, cause not stated. 

Fmpyema of gall-bladder; died on fourth day; 
was septic at the time of operation. 

Carcinoma of oesophagus: very feeble from star- 
vation; died second day after gastrostomy with 
local anesthetic. 

Extensive carcinoma of the breast, aged 67; 
gencral anesthetic; palliative operation; died fourth 
day, pneumonia. 

Sarcoma of neck: general anesthetic, died sud- 
denly four hours after operation of embolism. 

The anesthetic of choice in all cases is local by 
novocaine; one-half per cent was employed in 4o 
per cent of this series of cases. The second choice, 
especially in the presence of pulmonary irritation, 
is nitrous-oxide gas and oxygen. ‘This is particularly 
suited to severe but brief operations, as the amputa- 
tion of limbs. Next comes chloroform, in the hands 
of an expert, and, finally, ether. 

The author’s observations justify the conclusion 
that imperative operations must be performed ir- 
respective of the age of the patient, and that, 
other things being equal, in elective cases, age, per se, 
is not a bar to successful surgical operations. 

Epwarp L. CorNeELL. 


Queen, D. W.: The Prevention of Postoperative 
Gas Pains. South. M.J., 1916, ix, 988. 


Quinine was given in a series of 150 abdominal 
operative cases to prevent postoperative gas pains 
by the following method: quinine muriate ro grs. in 
two ounces of water per rectum every four ‘hours 
for 4 doses, then every six hours for four doses, and 
the following results were noted: 

1. Distention and postoperative gas pains were 
practically eliminated. 

2. Nausea and vomiting were greatly reduced. 

3. Most of the patients had no thirst at all. 

4. Only one case had to be catheterized. 

5. Backache was reduced. 

6. About 75 per cent had a normal bowel move- 
ment during the first forty-eight hours following 
operation without having received a purge. Of 
these 31 per cent were drainage cases; 5 per cent had 
slight distention, and all of these occurred in the 
drainage cases. 

This treatment does not relieve the pain from the 
incision, which alone in some cases requires an 
opiate, depending on the individual, the presence of 
drains, and the amount of trauma. This enables the 
patient to get plenty of rest and sleep, adds to his 


feeling of well being, enables the surgeon to better 
judge the condition of the patient, and greatly 
shortens the convalesence. 


ANZSTHETICS 


Gwathmey, J. T.: Anzsthesia Reviewed. JN. Y. 
M.J., 1916, civ, 825, 895. 

Gwathmey believes that the results in large 
clinics, where one method of anesthesia is used in 
all cases, would be greatly enhanced by the adoption 
of a more flexible use of anesthesia. 

He does not believe that the theory that rebreath- 
ing is preventive of shock can be accepted as a fact. 
A more accurate conclusion would be, that given a 
patient properly prepared, ether may be used in- 
differently by either the open or closed vapor method. 
The statement that warmed ether vapor will not 
stay warmed unless held under pressure, is untrue, 
as ether vapor can be delivered to the patient at any 
degree of heat, regardless of pressure. Both 
laboratory and clinical experiments show that 
anzsthesias are safer and easier when given warm, 
this holding true with either chloroform, nitrous 
oxide and oxygen, or ether. Experimental ani- 
mals are killed from two to three times as quickly 
using cold anesthesia as when it is warmed. Pa- 
tients lose only 0.29° F. with warmed ether vapor, 
against a loss of 1.02° F. with the open drop 
method. 

Gwathmey thinks that the use of proper pre- 


liminary medication renders any anesthesia safer, 


eliminates largely the possibility of reflex inhibition, 
and renders induction smoother. Such preliminary 
medication permits the use of less of the anesthetic 
and increases very markedly the ‘“‘ margin of safety.” 
He recommends a combination of paraldehyde and 
potassium bromide given per rectum, or morphine 
may be given with the paraldehyde. 

The lightest possible anesthesia consistent with 
the best work is the safest for the patient, deep 
anesthesia tending to produce shock through re- | 
duction of the pulse-pressure. Comparing nitrous 
oxide with ether anesthesia the author concludes 
that animals under ether, properly given, stand 
shock as well as those under nitrous oxide. 

Considering anesthetics from every standpoint, 
Gwathmey regards chloroform given by the closed 
method with rebreathing as one of the safest of all 
inhalation anesthetics. It is most agreeable and 
efficient, and is easily stopped at once upon the 
appearance of danger signals. It is simple and 
adaptable; late choloroform poisoning does not occur 
and complications are rare, while resistance is un- 
impaired. 

Comparing ether by the vapor method with the 
open drop method, the author finds the former much 
safer, more agreeable, more efficient, is easily con- 
trollable, simpler to administer, is not accompanied 
by loss of resistance against pus organisms, and not 
so frequently followed by complications. Ether 
administered by the open drop method is un- 
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scientific and should never be used except as a 
sequence or as a preliminary to some other anes- 
thetic or method. 

From a consideration of the various methods of 
inducing anesthesia, the author arrives at the 
following conclusions: 

The drop method of administering ether has won 
unmerited favor within the past few years because 
of its apparent simplicity of administration and its 
supposed safety. It should be discontinued for the 
simpler and safer vapor method. 

Oil-ether colonic anesthesia should be used when- 
ever the anesthetist is in the way, or whenever the 
element of fear dominates the patient. The obese 
alcoholic is the best subject for this special agent. 

Nitrous oxide gas should never be used alone, but 
always with oxygen. Preliminary medication of 
some kind should be used in all surgical cases unless 
contra-indicated. 

Sequences, combinations, oxygen, and warmth 
are additional factors of safety in the administration 
of nitrous oxide, ether, ethyl chloride, and chloro- 
form. E. K. ARMSTRONG. 


Lumbard, J. E.: An Improved Instrument for 
Maintaining an Oral Air-Way During General 
Anesthesia. Med. Rec., 1916, xc, 941. 


The instrument, which is an improvement over an 
older one, should not be introduced until anesthesia 
is well established, and is to be placed between the 
tongue and soft palate, resting in the pharynx. 
Noisy respiration may be overcome by extension of 
the head, while some cases do better if traction is 
made on the tongue previous to insertion of the 
instrument. It does not interfere with any face 
mask nor with any method of administering any 
inhalation anesthetic. It is recommended in all 
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Ground, W. E.: Cancer of the Mouth. 
M.J., 1916, xviii, 340. 

The author reports a case of cancer of the maxilla, 
which began as a leucoplakic patch on the gum and 
spread back to the tuberosity, involving the cheek. 
The left side of the maxilla, together with the 
affected portion of the cheek, was removed. As 
preliminary steps the external carotid artery was 
ligated and infrathyroid laryngotomy was _per- 
formed. The author prefers the latter to trache- 
otomy in these cases. 

Owing to the lesion having been diagnosed else- 
where as syphilitic, solely on the basis of a positive 
Wassermann reaction and mistakenly treated as 
such without benefit, and the author having made 
the correct diagnosis by microscopic examination of 
an excised specimen, the questions of the relation 
of syphilis to cancer of the mouth, the proper inter- 
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abdominal operations, especially where the Trendel- 
enburg position is assumed, and when there is any 
obstruction to respiration. A free oral air-way is 
indicated in the following conditions: in cyanosis 
due to obstructed breathing; in unrelaxed muscular 
conditions, with enlarged tongue or in falling back 
of the tongue. 

The several advantages of the tube are: that it 
will not clog with mucus, it is easily inserted and 
easily kept in position, it cannot be compressed by 
the teeth or gums, it will not conduct fluid to the 
pharyhx, it may be used on children, and it is quickly 
sterilized. E. K. ARMSTRONG. 


SURGICAL INSTRUMENTS AND APPARATUS 


Rae, J.: A New Splint for Fractured Humerus. 
Lancet, Lond., 1916, cxci, 756. 


The author describes a metal abduction and 
traction splint which he has used for fractures of 
the humerus in war surgery. It consists of a body 
piece of perforated zinc sheetings strapped to the 
chest, furnishing stability, and a wing supported 
from the body piece by copper rods. The arm is 
strapped to the wing with the humerus in extreme 
abduction and the elbow at a trifle less than a right 
angle. Attached to the horizontal part of the wing 
is a stirrup with a spring and thumbscrew for obtain- 
ing extension. The advantages claimed are: 

1. The pull of the deltoid muscles is precluded. 

2. The body piece prevents tilting with the weight 
of the arm. 

3. The spring allows tension to any degree up to 
ten pounds and is more convenient than a dangling 
weight. 

4. It is light, weighing a trifle less than three 
pounds. W. A. CLARK. 


HEAD AND NECK 


pretation of the Wassermann reaction, and the 
cause, nature, and relation of leucoplakia to syphilis 
and cancer, are considered in detail. 

Given a chronic sore in the mouth, the presence 
of syphilis not only does not preclude malignancy 
but actually favors it. Chronic ulcerous lesions 
about the mouth often combine the inflammatory, 
the epitheliomatous, and the syphilitic features. 
Mistakes will occur when too much dependence is 
placed in laboratory findings, just as surely as when 
clinical observation is dogmatically relied upon. 
The threadbare expression that the harder the diag- 
nosis the easier the treatment, and obversely the 
easier the diagnosis the more difficult the treatment 
is truly applicable to cancer. When at all accessible, 
cancer is even more curable than tuberculosis, 
and the majority of cancer localities are accessible. 
If any progress is to be made toward mitigating the 
cancer menace, it will be through the study of pre- 
or early cancer conditions. P. G. SKILLERN, JR. 
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Sebileau, P.: The Natural Cicatrization and Treat- 
ment of Ballistic Fractures of the Lower Jaw 
(De la cicatrisation naturelle et du traitement des 
fractures balistiques de la machoire inférieure). 
Bull. et mém. Soc. de chir. de Par., 1916, xlii, 2433. 


War injuries of the lower jaw are of three cate- 
gories: (1) they are comminutive; (2) they are in- 
fected and consequently exposed to necrosis; (3) 
they are often times coexistent with severe injuries 
of the soft parts. ; 

The loss of substance due to the comminuted con- 
dition plus the loss due to necrosis leads to a shorten- 
ing which is the fundamental characteristic of these 
ballistic fractures and on it depend the develop- 
ments which dominate their further history; viz., 
a pseudo-arthrosis due to the formation of a fibrous 
callus between the maxillary fragments or a vicious 
bony consolidation which creates vicious articula- 
tion. 

In the treatment of such fractures, therefore, 
the common methods used with displacement 
fractures are called for. Reduction and coaptation 
as early as possible and the application of retention 
apparatus at the very earliest time that the patient’s 
condition will permit it. If delayed, reduction 
may be extremely difficult even after a few weeks; 
and after a certain time quite impossible; there is 
then nothing left to be done but to apply to the 
patient a prosthesis, ingenious perhaps but imper- 
fect, which only lessens the functional impotence. 
Recourse can of course be had to osteotomy, and 
Sebileau has had occasion during the war to prac- 
tice osteotomy in 30 cases for vicious consolidation. 
Of these, twenty had a good articulation after 
operation. 

Another point which should be attended to in the 
treatment of these fractures is the cicatricial fusion 
between the bone and the soft parts; adherences 
may form between the bone stumps and the face 
skin, floor of the mouth, tongue, lips, etc. This 
must be attended to by primary or secondary 
sutures, correcting cicatrical deformities and auto- 
plastic operations of various kinds. 

If after a reasonable amount of immobilization 
of fractured parts in anatomical position there is 
not sufficient consolidation of the bone it may be 
necessary to resort to an osteosynthesis. Sebileau 
has performed this operation in eight cases with en- 
couraging results. W. A. BRENNAN. 


Parsons, A. L: Cranial Fractures. 
1916, Xxx, 323. 


Parsons reviews the present status of our knowl- 
edge of cranial fractures, emphasizing certain points 
from his personal experience. Classification, mech- 
anism of production, symptomatology, and diag- 
nosis of these injuries are taken up in detail, fol- 
lowed by a discussion of the indications for pallia- 
tive and operative treatment. ‘The importance of 
roentgenography in every case of suspected cranial 
fracture is emphasized. Operation should be per- 
formed in every case where the symptoms are in- 
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dicative of cerebral laceration or compression. Early 
operation under these circumstances is imperatively 
demanded, i.e., while the pulse-rate remains low, 
before intracranial pressure is markedly increased, 
before the blood-pressure is lowered, and before the 
dangerous stage of medullary compression and 
cerebral anemia has been reached. Late operations 
under these conditions are usually fatal. 
Rosert H. Ivy. 


Leriche, R.: Value of Lumbar Puncture in Cranial 
War Wounds (Valeur de la ponction lombaire dans 
les plaies du crAne par projectilesde guerre). J. de 
chir., 1916, xiii, 451. 


From his observations Leriche says that in the 
case of a crushed or fractured skull, the cephalo- 
rachidian fluid is as often clear as colored, and that 
consequently no certain conclusions can be drawn 
from its external aspect. It would be an exaggera- 
tion to decide from this alone whether to practice 
or reject trepanation. 

In simple scalp injuries, the fluid is habitually 
clear, but is colored in about 16 per cent of cases; 
in wounds with fracture or cerebral contusions it is 
habitually colored but very often clear. The color 
diagnosis is therefore deceptive in almost half of 
the cases and cannot be looked on to furnish an 
operative indication. 

The author further finds that the tension of the 
fluid has no diagnostic value. The pressure of the 
cephalorachidian liquid is augmented in the major- 
ity of cases of injury by shells, because in such cases 
the men are in a zone of explosions. In general 
since every combatant is exposed to such areas 
where there is disturbance of atmospheric pressure 
whether a cranial wound is due to a shell or bullet, 
it would be accompanied by hypertension of the 
cephalorachidian fluid. 

The author’s chemical and cytologic examinations 
of the fluid in cranial injuries, while confirming him 
in his views that such are of no diagnostic value, 
yet show that repeated punctures have a therapeutic — 
effect which is of the highest value to the patient 
in these cases, W. A. BRENNAN. 


Scandola, C.: Closure of Breeches in the Cranial 
Vault (Chiusura delle brecce della ossa craniche). 
Riforma med., 1916, xxxii, 983. 


Scandola reviews the various procedures for clos- 
ure of solutions of continuity in the cranial vault, 
the large number of cranial wounds in the present 
war having brought the subject into prominence. 
Metallic and celluloid plates have the disadvantage 
that it is difficult to keep them in position. The 
reimplantation of the fractured pieces or a trans- 
plant of bone taken from some other part have not 
given secure results. 

Without wishing to enter into the relative value 
of autoplastic or heteroplastic methods, Scandola 
wished to ascertain if the rubber sponge which 
Fieschi used first in the treatment of crural hernia 
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could be used to close a solution of continuity in the 
cranial vault. For this purpose be carried out some 
experimental researches on rabbits and his results 
permit him to affirm that the rubber sponge serves 
excellently in the experimental field to close breeches 
in the cranial vault. The occlusion which is ob- 
tained is solid and does not cause any inconvenience. 
In his experiments some meningeal adherences 
were found to have formed; but he thinks that this 
effect can be obviated by using thin plates of sponge 
rubber with a smooth face and he will employ this 
in a further series of experiments. 
W. A. BRENNAN. 


Mueller, F.: The Operative Treatment of Cranial 
Gunshot Injuries (Zur operativen Behandlung 
der Schaedelschusse). Beitr. 2. klin. Chir., 1916, c, 
Kriegschir. Heft., 73. 


In the last 11 months since Mueller took charge 
of the surgical division of the Tilsit Hospital, he 
has treated 180 gunshot injuries of the skull, among 
which were 11 through shots, 20 retention shots, 
and 146 ricochet and tangential shots. 

There is no doubt as to the seriousness of the 
injury in segmental and diametrical gunshot injuries, 
where the brain is usually involved, but in tangential 
and retention gunshots it is only in a portion of the 
cases that serious symptoms are evident on inspec- 
tion and even the roentgen examination is often 
not reliable. Such injuries may for a long time give 
no indication of dangerous injuries to the skull and 
brain. To await such symptoms leaves the patient 
in constant danger of his life, the attendants in 
continual worry, and the responsible surgeon cause 
to reproach himself later. 

From these considerations, Mueller decided to 
expose every cranial injury, even those appearing 
harmless. As a rule the situation becomes clear 
with one incision. He is fully convinced that a 
great part of his success is due to such primary 
intervention. The distribution of the 180 cranial 
injuries is shown in the table below: 


Deaths Mortal- 


Situation Total of Dueto ity Recovered Recovery 

of Cranial Injury Cases Injury Per Cent Cases Per Cent 
Soft part gunshots 46 ° o 46 100 
Extradural gunshots 22 ° 22. 100 

Intradural gunshots 38 I 2.63 37 07.37 

Brain gunshots 744 29 «0939.19 45 60.81 


1 Of these 41 were areca 4 operated; 14 died, 66 per cent recovered; 
33 were secondarily operated; 15 died. 


Of the 180 skull injuries 132 were treated by early 
operation. Of these, 60.5 per cent were operated 
upon within the first week of the injury, 29 per cent 
in the second week, and the remainder in the third 
week and later. Of the 180 cases, 31 died, 30 from 
the direct results of the injury. Four patients died 
later in their home hospitals. Most of these deaths 
were caused by brain complications which were 
clinically of two distinct types. In the first the 


symptoms were of a fulminating character accom- 
panied by high temperature and resulting in early 
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death. The parts of the brain softened by the 
wound oozed continuously, indicating strong intra- 
cranial tension. It was not demonstrated whether 
or not there was a bacillar activity, but such 
assumption is plausible. In the second type the 
symptoms were insidious, the destructive process 
extending gradually until it reached a ventricle, 
when rupture occured followed by a suppurative 
ventricular inflammation and a bacillar meningitis. 

From the percentages of mortality and recovery, 
the final success of the operative treatment can be 
established. First there is the noticeable result 
that of all extradural injuries there is an operative 
recovery of 97 per cent. 

the. gunshot injuries involving the brain 
sixty-one per cent recovered. Mueller’s statistics 
show that after primary operation alone sixty-six 
per cent finally recovered. In those cases where a 
secondary operation was later necessitated there 
was only 33 per cent of ultimate recoveries. As 
against the 33 per cent recovered after secondary 
operation, the primary operated cases give a total 
recovery of 66 per cent. This comparison shows the 
importance of primary operation. Mueller thinks 
that in reference to gunshot skull injuries, success 
or non-success depends upon the favorable issue of 
the first operative treatment. Retention gunshot 
wounds have a high mortality of 70 per cent, show- 
ing how destructive are the effects of a projectile 
remaining in the brain. 

In primary operated tangential shots the mortal- 
ity is 22.73 per cent, which gives the pleasing result 
that of roo -tangential shot injuries, 77 recovered 
owing to primary operation. W. A. BRENNAN. 


Neven-Lemaire, Debeyre, and Rouvier: Trepano- 
puncture of the Lateral Ventricle in the Pro- 
longed Form of Meningococcic Cerebrospinal 
Meningitis (Trépano-ponction du ventricule lateral 
dans une forme prolongée de méningite cérébro- 
spinale a meningocoques). Presse méd., 1916, p. 
415. 

The authors recognize the beneficent effects 
obtained from rachidian puncture and _ specific 
serotherapy in meningitic cases. 

In normal conditions the subarachnoidean space 
and the cephalorachidian fluid which it contains is 
common to the whole cerebrospinal axis, and in 
communication with the cerebral ventricular cavi- 
ties. But in pathologic conditions of meningitis 
there is an obstacle to such free intercommunica- 
tion and fluid is retained in the ventricles; such 
fluid may be clear (hydrocephalus) or purulent 
(pyocephalus). Under such circumstances it is 
easily understood why rachidian puncture does 
not permit curative serum to penetrate into the 
cavities and the only logical intervention is ventricu- 
lar puncture followed by intraventricular injec- 
tion of serum. This intervention is simple and 
benign and if practiced opportunely causes the 
immediate disapparance of the phenomenon of 
intercranial hypertension, and effects complete 
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recovery even in cases which apparently are of 
the most desperate kind. ‘The authors give the 
clinical details of such a case. 

As regards technique, the authors point out that 
there are three routes of approach to the lateral 
ventricles; i.e., the frontal, the temporal or sphe- 
noidal, and the occipital. They select the frontal 
route and indicate the method of precisely limiting 
its position and locating the best orifice for trepa- 
nation. The scalp having been cleared and 
treated with iodine tincture, penetration is effected 
by a needle about 8 cm. long and 7 mm. in diameter, 
which is pushed for a distance of about 4 cm. 
through the dura mater. After the withdrawal of 
about 35 ccm. of fluid an injection of 15 ccm. of 
antimeningococcic serum is made into the ventricle. 

The operation can be done in a few minutes and 
does not appear to entail any danger. The results 
obtained in the case reported give the authors full 
confidence in the future of trepanopuncture of the 
lateral ventricles in the prolonged form of meningo- 
coccic cerebrospinal meningitis. W. A. BRENNAN. 


Giant-Cell Sarcoma of the Brain 
Deutsche med. 


Weygandt: 
(Riesenzellensarkom des Hirns). 
Wchnschr., 1916, xlii, 1177. 


Weygandt refers to the case of a man who suffered 
a head injury by falling from a railroad car. Fol- 
lowing the injury he was unconscious for a couple of 
days. There was a wound on the posterior part of 
the right parietal bone which in time healed up. 
His after-history, however, showed mental and 
nervous disturbances, for about two years, and these 
were considered by the medical examiners to be the 
result of a traumatic hysteria, and hypochondrism. 
With this history he entered Weygandt’s service, 
and his examination, based on the eye symptoms, 
vomiting, subjective and psychical symptoms, 
resulted in a diagnosis of brain tumor. Stupor and 
sleeplessness were the most pronounced symptoms 
and these later were supplemented by incon- 
tinence of urine. Death occurred about three 
months later and about two and one-quarter 
years after the accident. Autopsy showed that the 
dura was pushed to the left above the frontal extrem- 
ity. The asymmetry of the brain, viewed from all 
sides was immediately noticeable, the left large 
brain being strongly thickened in the frontal lobes 
and the central front convolution being considerably 
flattened out. Upon resection a tumor was found 
about 5 cm. in diameter and extending from the 
lower cortical layers to the optic thalamus. Histo- 
logically this tumor was a giant-cell sarcoma, a 
form of brain tumor which is very seldom observed. 

It is to be remarked that although the trauma- 
tism occurred upon the right side of the skull, the 
tumor developed upon the left side. A further 


development of the trauma is possible, causing 
disturbance in the vessels and brain substance. 
The existing ailments must be referred to the 
situation of the tumor, near the left motor centers. 
A giant-cell sarcomatous tumor of the brain is very 
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seldom observed. The author thinks it rather 
remarkable that even up to three months before the 
patient’s death the well-developed symptoms 
should have been so misunderstood and the patient’s 
ailment treated as a psychosis. W. A. BRENNAN. 


NECK 


Privat, J. and Colombier, P.: Two Cases of Super- 
numerary Ribs of the Cervical Region (2 Cas 
de cotes surnuméraires de la région cervicale). J. de 
radiol. et d’élect., 1916, ii, 244. 

The authors, in examination of wounded soldiers, 
have met with two cases of cervical rib. In one of 
these cases there were two supernumerary ribs, one 
at the level of the sixth cervical vertebra, which was 
incomplete, its anterior extremity not reaching to 
the sternum; the second rib at the level of the 
seventh vertebra was complete. Above the two 
ribs were bosses which simulated costiform apoph- 
yses. Electrodiagnosis showed disturbance of 
the brachial plexus evidently caused by compres- 
sion. 

In the second case radiography showed the exist- 
ence of a supernumerary cervical rib at the level of 
the seventh cervical vertebra, this being incom- 
plete and articulating on a transverse apophysis 
abnormally hypertrophied. There was besides at 
the level of the sixth vertebra a voluminous trans- 
verse apophysis. W. A. BRENNAN. 


Winslow, R.: Tumors of the Carotid Body. 
Surg., Phila., 1916, lxiv, 257 

A tumor of the carotid body usually presents no 
subjective symptoms, although there may be some 
symptoms of pressure on the recurrent laryngeal 
nerve. The patient generally seeks advice on 
account of the presence of an ovoidal tumor, which 
has increased in size over a period of years until it 
has attained the size of a pigeon’s egg, or even a 
hen’s egg. This tumor is found opposite the thyroid 
cartilage. It has an upheaval pulsation and a 
bruit from its close relation to the carotid vessels. 
At times there is an irregularity of the pupils from 
pressure on the cervical sympathetic ganglia. The 
growth is encapsulated unless malignancy is far 
advanced. It is rarely diagnosed before operation, 
but the presence of a single, slowly-growing, firm, 
smooth, discrete, oval lump opposite the thyroid 
cartilage, either anterior to or under the sterno- 
mastoid muscle, should arouse suspicion. The 
type of tumor is usually an endothelioma or a peri- 
thelioma, which is generally benign or but slightly 
malignant at first, but if not removed tends to 
become malignant. 

In 1906 Keen collected 29 cases, and in 1913, 
Callison and MacKenty were able to add the 
reports of 31 more. The author has been able to 
collect 10 more cases since that time, and adds two 
cases which have come under his personal observa- 
tion. The treatment of such cases is surgical where 
there is any hope of complete extirpation, although 
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the operation carries considerable risk, due to the 
fact that it is usually necessary to ligate the carotid, 
and perhaps remove or injure the hypoglossal and 
pneumogastric nerves. In 25 cases in which the 
common and internal carotids were ligated, only 
one died from the operation, which is considerably 
less than the usual percentage of cerebral softenings 
following ligations of this type. The tendency to 
recur in the cases in which the tumors have been 
dissected from the vessels warrants radical removal 
with resection of the carotids. GATEWOOD. 


Mackenzie, H.: Exophthalmic Goiter. 
Lond., 1916, cxci, 815. 


The author gives a careful statistical study of 
exophthalmic goiter with his deductions therefrom. 

In regard to the incidence of the disease, ten 
females are affected to one male. The fatal cases 
are fairly evenly divided in the five-year periods of 
age from fifteen to sixty. The disease is rare in 
childhood, although there have been cases reported 
as young as two and one-half years; Mackenzie has 
never seen a typical case under twelve. 

The relation between mental disturbance and the 
disease was definitely traced to some more or less 
severe mental shock or strain, worry or anxiety in 
at least a third of the author’s cases. Although 
the onset after mental disturbance is usually gradual 
it may be quite rapid; two such cases, both males, 
have come under the author’s care. Each had de- 
veloped a typical case of Graves’ disease three 
months after mental shock. It is logical to believe 
that the severe emotional strain on millions of people 
during the present war will cause a marked increase 
in the number of exophthalmic goiter cases. Al- 
though this emotional disturbance may be present 
in many cases, yet there is such a large percentage 
of cases with no such causative factor or any known 
etiology that we must admit prevention of the dis- 
ease is beyond our power. 

Persistent thymus gland was found in 26 of the 36 
cases which came to autopsy at the St. Thomas 
Hospital. A status lymphaticus is found in most 
cases of Graves’ disease which succumb under op- 
eration. Yet status lymphaticus is a condition 
more prevalent in males than females. When 
specifically described, the thyroid gland was always 
enlarged. The histological picture was in most 
cases typical of Graves’ disease. In more than half 
of the fatal cases the duration of the disease was 
less than eighteen months. 

The blood picture which is fairly constant in 
exophthalmic goiter is a leucopenia with a relative 
lymphocytosis. Of the newer tests which reveal 
overactivity of the thyroid gland, only two are simple 
enough to be of practical value. Boudoyin and 
Porak found that after hypodermic injection of 
the extract of the posterior lobe of the hypophysis 
the pulse of the normal individual accelerated, while 
that of exophthalmic goiter patients became per- 
ceptibly slower. Poewis’ test is dilation of the 
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pupil of exophthalmic goiter patients following the 
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instillation of 1:1000 adrenalin into the conjunctiva. 
This test is likewise positive in diabetes. The 
severity of the illness bears no relation to the size 
of thethyroid gland: the author has observed several 
cases in which the symptoms grew constantly more 
severe with a steady decrease in the size of the gland, 
such cases showing marked wasting which is generally 
an unfavorable symptom. Three cases of from 
nine to twenty years’ duration are cited as examples 
of the long duration and slow progress of the disease, 
contrasted with which is one rapidly fatal case of 
only two and one-half months’ duration. 

The author believes that 25 per cent of all cases 
of Graves’ disease terminate fatally; 50 per cent 
under ordinary medical treatment attain more or 
less complete recovery; and in the remainder the 
disease is chronic throughout life. The recoveries 
are naturally most frequent in the milder types of 
the disease. 

In regard to treatment, under similar conditions 
some cases improve rapidly, some remain station- 
ary, some steadily lose ground and terminate fatally. 
The most useful drugs are bromides where nervous 
symptoms predominate, belladonna to quiet the 
heart, opium to check diarrhoea, phosphates and 
calcium salts for wasting. The author finds no 
value in organic preparations. Milk or serum from 
thyroidectomized goats and thyroidectine (Merck) 
have been equally inert in his hands. He takes a 
favorable view of X-ray treatment, which must be 
pushed to get results and in many cases must be per- 
severed in for a long period of time. It is most likely 
to prove beneficial in cases where the thyroid en- 
largement is moderate and the patient is not so 
seriously ill as to necessitate confinement to bed. 
He is uncertain of its usefulness where the goiter is 
large, and in cases of severe type and rapid course 
it fails as do all other measures. One case is 
described in which X-ray treatment caused atrophy 
of the gland to a stage of myxoedema which was sub- 
sequently controlled by thyroid tablets. 

The author is not at all impressed by the results 
of surgical treatment of exophthalmic goiter. Since 
1905, in 15 cases at St. Thomas’ ligation of the thy- 
roid arteries was performed, and in 19 cases thy- 
roidectomy. The former gave a mortality of 20 
per cent, the latter of 42 per cent. He does not 
understand the favorable reports from large surgical 
clinics. He never advises operation in his private 
cases some of whom have gone elsewhere for opera- 
tion. Little or no improvement or fatal outcome is 
noted in those cases which he has been able to 
follow. E. FIscHe. 


Ochsner, A. J.: Exophthalmic Goiter. 
Phila., 1916, lxiv, 385. 

That the pathological state of the thyroid gland 
found in exophthalmic goiter can and does return 
to normal is proved by clinical cures of exophthal- 
mic goiter without removal of gland substance and 
the physiological enlargement of the thyroid at 
puberty when all symptoms of exophthalmic 
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goiter may be present in a mild degree, promptly 
to subside under appropriate non-operative treat- 
ment. Nevertheless, there is such abundant proof 
that definite pathological changes in the thyroid 
gland accompany exophthalmic goiter that the 
operative treatment of the disease by removal of 
this pathological tissue must be deemed a rational 
procedure. 

The author considers that surgical treatment of 
exophthalmic goiter begins after it has been estab- 
lished that medical treatment can not permanently 
cure the patient. He believes that thyroid extract, 
digitalis, and iodine should never be used in the 
medical treatment of the disease. He believes he 
has seen deaths directly attributable to the use of 
each of these drugs. 

When operation is decided upon, selection of the 
proper time to operate is of the utmost importance. 
Operation is never advisable during exacerbation, 
and an operation should not be undertaken if the 
patient expresses fear of it. The amount of surgery 
done at one sitting should be limited to the amount 
of surgery the operator deems safe for the patient, 
which varies from ligation of one vessel to double 
lobectomy. The author prefers the regular horseshoe 
incision even for ligation of vessels, as it permits 
ligation of the anterior thyroid veins in addition to 
ligation of both superior and inferior thyroid 
arteries on the side of the gland most affected. ‘The 
injection of boiling water into the gland of patients 
too severely toxic to stand even a ligation has 
proved valuable in the limited number of cases 
where tried. No matter what the preliminary 
operation, the patient should receive the same care- 
ful after-care as though the radical operation had 
been performed; the latter should always be done 
when the patient has received the maximum benefit 
from the preliminary operation and should never 
be omitted because of an apparent cure. 

Ochsner believes that the margin of safety for 
the excision of the gland can be enormously widened 
by a transfusion of 400 to 600 ccm. of blood at the 
beginning of the operation. In regard to anes- 
thetics, he believes that ether by the open drop 
method is the only safe method for general use. 
Morphine and atropine are given one-half hour before 
the anesthetic. ‘The patient is fully anesthetized, 
the head of the table raised, and no more anes- 
thetic is given after the operation is started. Before 
the patient is returned to bed, if there have been 
marked symptoms of hyperthyroidism, stomach 
lavage with water at 110° F’. is performed to elimi- 
nate mucus in the stomach, which the author believes 
is a predisposing factor in postoperative hyper- 
thyroidism. Local anwsthesia—o.5 per cent 
novocaine plus adrenalin — will entirely eliminate 
the danger of the anasthesia. It also limits 
trauma to the minimum. Hemorrhage should be 
prevented by clamping all vessels between two for- 
ceps before cutting. ‘The wound should be drained. 

Injury to the recurrent laryngeal nerve and to 
the parathyroids can certainly be avoided by 
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ligating the inferior thyroid arteries anterior to the 
posterior thyroid capsule, the latter being allowed 
to remain undisturbed in its relation to the trachea. 
In cases with absorption of one or more tracheal 
rings, when collapse of the trachea follows removal 
of the gland, tracheotomy should be immediately 
performed. 

The author lays the greatest stress upon the im- 
portance of after-treatment, and gives a set of rules 
for goiter patients. With the exception of patients 
who had had too little gland substance removed, 
or had had a definite enlargement of that portion 
of the gland left behind at operation, the author 
believes that all recurrences are directly attrib- 
utable to faulty or incomplete postoperative treat- 
ment. E. FISCHEL. 


Plummer, W. A.: Some Phases of the Differential 
Diagnosis of Exophthalmic Goiter. St. Paul 
M. J., 1916, xviii, 297. 

The author confines his article to the differentia- 
tion of exophthalmic goiter from neurasthenia with 
which it is most frequently confused. 

Hyperthyroidism shows a definite reaction in 
its signs and symptoms commensurate with the size 
of the dose of thyroid secretion. Thus a pulse-rate 
of 120 associated with cold, dry hands means that 
hyperthyroidism can nearly be excluded because 
a dose sufficient to produce such a tachycardia will 
necessarily cause vasodilation with warm, moist 
skin. In the history, both neurasthenia and exoph- 
thalmic goiter show marked fluctuations in the 
severity of the symptoms. But the wave lengths 
of remissions in neurasthenia are much shorter 
and more irregular than in exophthalmic goiter, 
the former being measured in hours and days, the 
latter in weeks and months. Too much stress is 
laid upon a history of nervousness, palpitation, 
and. tachycardia. The nervousness of the exoph- 
thalmic goiter patient is first noticed by the friends 
as a certain restlessness, a desire to be active all 
the time. Palpitation and tachycardia are fre- 
quently met with in other conditions and are im- 
portant only when associated with signs or symptoms 
of increased metabolism such as good appetite, or 
hyperhidrosis, with a subjective sensation of heat 
which must not be confused with the transitory 
hot flashes and cold sweats of the neurasthenic, who 
likewise frequently complains of poor and capricious 
appetite and who is usually very introspective 
which is the exception in exophthalmic goiter 
patients. 

The nervously depressed patient with neuras- 
thenia presents a marked contrast to the exoph- 
thalmic goiter patient. The former, on entering 
the examining room, walks languidly across the 
floor and sinks into a chair with a deep sigh; she 
appears utterly exhausted. When asked to mount 
the examining table, she hardly seems able to make 
the effort, but after some coaxing, will accomplish 
the feat without any evidence of weakness. The 


appearance of exhaustion in the neurasthenic is 
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purely subjective — there is no true myasthenia. 
Contrasted with this picture, the exophthalmic 
goiter patient walks briskly across the room, sits 
straight in her chair, and gives the picture of 
physical and mental animation. She underestimates 
the seriousness of her condition, walks briskly to the 
examining table and is much chagrined to find she 
cannot mount without assistance. The weakness 
of the quadriceps extensor muscle is quite char- 
acteristic. If a patient neither looks nor acts as 
though intoxicated from the thyroid, the history 
and the physical examination will seldom give the 
necessary evidence on which to base a diagnosis. 

The neurotic patient is abnormally cognizant of 
the physiological activities of internal organs. Her 
tachycardia fills her with apprehension. The tachy- 
cardia of thyroid origin is more regular and less 
subject to slight external influences. The tremor 
of the two conditions may be similar, but that of 
neurasthenia is intermittent. 

In the examination of the throat, the hyperplastic 
thyroid of exophthalmic goiter stands out more 
definitely and feels granular to the finger. Thrills 
and bruits are heard over the superior thyroid 
vessels in 80 per cent of the cases, and a large 
percentage show a faint but distinct harsh blowing 
systolic murmur in the pulmonary area — two 
signs not found in neurasthenia. E. FIscHet. 


David, V. C.: Results of Operative Treatment of 
Exophthalmic Goiter. Ann. Surg., Phila., 1916, 
lxiv, 400. 


A series of 200 successive cases of exophthalmic 
goiter operated upon at the Presbyterian Hospital, 
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Howard, C. P.: The Symptoms and Physical Signs 
Resulting from Wounds of the Chest. Am. J. 
M. Sc., 1916, clii, 650. 


Howard analyzes 87 cases of chest injuries ob- 
served by him while on duty at a base hospital, 
dividing them into four groups. 

Group 1 consists of 15 cases presenting no abnor- 
mality in the lungs or pleura at examination al- 
though 7 were penetrating wounds. 

Group 2 consists of 6 cases; 4 being pneumonia 
and 2 serous pleurisy with effusion. In 2 of the 
cases of pneumonia the involvement was on the side 
opposite to the wound. 

In Group 3 is placed a case of mediastinitis from a 
bullet lodged in the anterior mediastinum. The 
symptoms were pain over the upper and outer 
border of the right trapezius and slight dysphagia; 
there was definite dullness over the entire anterior 
mediastinum and extending 1 cm. to the right of the 
sternum. There was likewise the grating friction 


253 


Chicago, had a hospital mortality of 5'4 per cent. 
A list of questions was mailed to the remainder, to 
which 56 replies were received. Cases in Group 1, 
with moderate symptoms of hyperthyroidism, had a 
pulse-rate of 90 to 100. Lobectomy was done in 
all 6 cases: 3 reported themselves as cured, 3 greatly 
improved, but still nervous. Group 2. Among 35 
patients with marked symptoms of hyperthyroidism, 
lobectomy had been done in 33, double ligation 
in 2: 31.4 per cent were cured, 4o per cent greatly 
benefited, 23 per cent slightly benefited, 6 per cent 
no benefit. ‘Twenty-four were able to work and 
assume ordinary responsibility. An average of 21.6 
months elapsed between the appearance of symp- 
toms and operation. Group 3. Among 19 Cases, 
with very severe types of hyperthyroidism, pulse 
over 120, and great prostration, lobectomy was done 
in all: 47.3 per cent were cured, 31 per cent greatly 
improved, 3 were somewhat improved, 1 received no 
benefit, 14 were able to resume their ordinary 
duties. Symptoms were present on an average of 
26.7 months before operation. 

In the entire series, 49 per cent were able to attend 
to all duties, usual or extraordinary; 18 per cent 
were unable to work at all. The average duration 
of the disease in the cured cases before operation 
was 16.7 months, and excepting 3 patients was 9.8 
months. Lobectomy was done in 24 cases, ligation 
in 1; only 6 of 15 cases were relieved of exophthalmos. 

The average duration of symptoms in the 3 cases 
receiving no benefit whatever was 33 months. Of 
all the cases considered 38 per cent had had a goiter 
for months or years before the onset of symptoms 
of hyperthyroidism. E. FIscHeE.. 


THE CHEST 


sound described by Perez, and the X-ray showed the 
bullet behind the manubrium. 

In the last group are 65 hemothorax cases, 9 of 
which were infected; the infective organisms being 
a gas bacillus, bacillus tetani, pneumococcus, strep- 
tococcus, staphylococcus aureus, and a large uni- 
dentified bacillus probably from the diphtheroid 
group. In 2 of these cases, the gas bacillus and the 
diphtheroid, the infection remained dormant 10 and 
18 days respectively. 

Physical signs differed in no way from those of 
the sterile cases. The temperature, pulse, and 
respirations, however, were markedly increased. 

In only 2 were definite signs of pneumothorax 
noted, while in a third, air and pus could be seen 
and heard sucking in and out of a large wound in 
the upper back, although there were no characteristic 
signs of pneumothorax. 

In 4 cases thoracotomy was done; 2 recovered, 1 
died, and 1 improved. One case was merely as- 
pirated and discharged as improved. Of the re- 
mainder, 3 died before surgical procedures could be 
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instituted, and one refused operation, being sent to 
England. The most striking feature was the slow- 
ness of convalescence after thoracotomy. 

There were 56 cases of sterile haemothorax of 
which all but 6 had penetrated the chest cavity. 

Cough was present in 41 cases, and was of the 
short, sharp dry character seen in ordinary pleurisy. 
Sputum was strikingly absent except in those with 
definite hemoptysis. 

Hemoptysis was noted in 39 cases in varying 
quantities. Fatal hemoptysis occurred only once 
in a thousand cases seen by the author. 

Dyspneea occurred in only 21 cases, was rarely 
marked and usually of short duration. 

Pain in the chest was present in 24 cases, usually 
at the site of the wound. It was not noted in 25 
cases and was absent in 7. 

Fever of varying degree was noted in 47 patients. 
This was probably due to infection of the parietes 
or to the absorption of the blood in the pleural 
cavity. 

The pulse was accelerated in every case, but only 
markedly in to. This was due no doubt to ex- 
haustion and shock. 

Respirations were normal in 43 cases and marked- 
ly accelerated in only 12. 

There was invariably a diminished movement of 
the affected side and after several weeks a con- 
siderable degree of reaction of the chest wall was 
observed, due to the marked collapse of the lung 
which, however, was recovered from with the aid of 
suitable exercises. 

Palpation revealed a subcutaneous emphysema in 
10 cases, although only 2 showed signs of pneumo- 
thorax. ‘Tactile fremitis was diminished in 90 per 
cent of the cases, vocal fremitus but rarely. 

Breath sounds were either suppressed or absent 
although in 19 cases they were noted as bronchial 
over the back or above the line of effusion. Vocal 
resonance was increased in 11 and diminished in 12. 
Rales were heard in only 7 cases, a pleural friction in 
12. 

Cardiac displacement was fairly constant. The 
striking feature was the marked degree of displace- 
ment even with a relatively small effusion; this being 
due no doubt to an early pneumothorax. 

There were 8 cases of undoubted pneumothorax 
and in all the signs of air in the chest rapidly dis- 
appeared, usually within 24 hours. The author 
believes a mild form is of common occurrence in 
penetrating wounds of the lung. 

Lobar pneumonia was present in 4 cases; all being 
on the side opposite the effusion. Why, is not 
understood. 

Secondary hemorrhage is exceedingly rare under 
proper care. Howard mentions only one instance. 

A case of pneumopericardium is mentioned, which 
will be fully reported later. 

The treatment consists of absolute rest in bed 
with a bland nutritious diet. Absorption occurs at 
about the end of two weeks. Occasionally aspira- 
tion of varying amounts of the fluid will stimulate 


INTERNATIONAL ABSTRACT OF SURGERY 


the absorption. It never reaccumulates. The 
fluid withdrawn rarely clots, due to the fact that 
the fibrin separates out in vivo on the visceral and 
parietal pleure. 

Howard mentions the use of oxygen replacement 
coincidently with the aspiration in 2 cases and 
suggests its wider adoption. 

Of the series of 87 cases, 6 died; 4 from infected 
haemothorax, 1 from amebic liver abscesses and 1 
from infected bullet tract in lung. Sixty-nine 
were discharged well and 11 improved. 

P. M. Case. 


Percy, J. F.: Technique for the Radical Cautery 
Operation in Breast noma. Tr. West. 
Surg. Ass., St. Paul, 1916, Dec. 


Percy insists that the most important improvement 
that can be made in the technique of the modern 
operation for breast carcinoma is the use of the hot 
knife in place of the cold steel knife. He gives 
cases in which the recurrences, following the knife, 
have been very extensive, especially in the skin 
and in the line of suture. He advises that the 
wound be left open in order to watch for small points 
of recurrence, which, if they appear, can be cocain- 
ized and treated by heat at once. After the wound 
has been made, no matter how extensive, epitheliza- 
tion can be hastened by covering with strips of 
adhesive plaster, as recommended by Beck. 

The author insists that carcinoma is most prone 
to recur wherever blood-vessels are left in the wound, 
and that practically every recurrence is about a 
blood-vessel. He uses this clinical fact to urge 
that no bleeding vessel be clamped with a hemostat, 
but, more important, that the bleeding should be 
arrested by the application of the cautery knife. 
This not only stops the hemorrhage, but kills the 
most common origin for the cancer nidus in its 
incipiency. 

Percy advises that an X-ray picture be made of 
the thorax. If metastasis into the lung, pleura, or 
ribs is disclosed, the treatment should consist of 
massive doses of X-ray administered by an expert 
X-ray operator. Much unnecessary subsequent 
suffering will be avoided in this way that otherwise 
would result from the improper use of this powerful 
agent for good or evil. 

The actual technique of the use of the cautery 
knife is essentially like the ordinary technique with 
the cold steel knife. When one becomes familiar 
with this, the danger is no greater, as far as the 
axillary dissection is concerned, than with the 
scalpel. More than this, there is a great satisfaction 
in knowing that the hot knife is not disseminating 
carcinoma in its way through the tissues, and, be- 
sides, the heat is having an influence for good 
considerably beyond the area involved in the 
immediate contact with the cautery knife. The 


heat can be made to penetrate safely where the 
cautery or cold steel knife cannot go. 

Percy considers it a most vicious practice to use 
gauze dissection in the axillary space, and insists. 
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that this technique is responsible for many of the 
recurrences following the ordinary methods in this 
operation. 

The patient’s postoperative recovery is a smooth 
one. The only difference being that the serous 
drainage persists for a longer time. 

The four most important things in the technique 
are: (1) The limits of the incision to be made should 
be marked out on the iodine-covered skin surface 
with the handle of the steel knife. (2) One should 
not cut with the cautery knife from above down- 
ward into the skin, in following this line, but from 
within outward. (3) It is very important in dis- 
secting about the axillary vessels and _ brachial 
plexus to hold the parts that are to be removed 
with the fingers of the free hand, encased in a 
medium-weight rubber glove, and keep the fingers 
close to the cautery knife. This is the most prac- 
tical way of gauging the degree of temperature that 
the tissues and blood-vessels will stand without being 
injured. (4) The heat should be applied until all 
the tissues that were fixed by the disease are freely 
movable. To do otherwise simply means that heat 
dissemination in the most effective way has not been 
obtained. 


Alfaro, A. and Hardoy, P. J.: Indications and Re- 
sults of Artificial Pneumothorax in the Treat- 
ment of Pulmonary Tuberculosis (Indicaciones 
y resultados del neumotorax artificial en el trata- 
miento de la tuberculosis pulmonar). Rev. Asoc. 
méd. argent., 1916, xxv, 128. 


The authors treated altogether 35 cases of pul- 
monary tuberculosis by the Forlanini artificial 
pneumothorax method. Of these 15 were clinically 
tuberculosis and _ radiologically unilateral. The 
results are shown in Table I. 


TABLEI 
Infil- Cav- 
trated Caseous itary 
Interrupted in Treatment................. 2 


There were 20 cases which were clinically tuber- 
culosis and radiologically bilateral. The results 
are shown in Table II. 


TABLE II 


Infil- Cav- 
trated Caseous itary 


The authors think that the Forlalini method is 
simple and easy. That it should be applied to pa- 
tients whose lesions are manifestly active in one 
lung, the other being healthy or only with a torpid 
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infiltration. Even when there is pleural involve- 
ment the method should be tried and in such case 
even a partial pneumothorax may cause a local and 
general improvement. 

Favorable changes in the general state are im- 
mediate in the majority of cases. Cicatrization of 
the lesions must be slow. The method is innocuous 
and its indications should be widened and except 
in the cavitary forms a larger number of cures may 
be expected. W. A. BRENNAN. 


Jessen, F.: Extrapleural Pneumothorax as a 
Method of Choice in the Treatment of Adher- 
ent Cavernous Tuberculosis of the Lungs (Ueber 
extrapleuralen Pneumothorax als Methode der 
Wahl zur Behandlung adhaerenter kavernoeser 
Lungentuberkulose). Zentralbl. f. Chir., 1916, No. 
42. 


For those cases of tuberculosis of the lung in 
which owing to extensive adhesions between the 
parietal pleura and visceral pleura the formation 
of a pneumothorax is impossible the author recom- 
mends the formation of an extrapleural pneumo- 
thorax. It is merely the carrying out of the intra- 
pleural pneumothorax to extrapleural territory. 
The results are so satisfactory that the method will 
compete with the intrapleural method of performing 
pneumothorax. 

The operation is performed in case the adhesions 
prevent the formation of an intrapleural pneumo- 
thorax. Two ribs are resected over a cavernous 
area. With the aid of the X-ray picture the lung 
with its fascia endothoracica is separated bluntly 
from the thoracic wall, bands of adhesions are 
clamped, ligated, and cut. The large cavity which 
is formed is sponged dry and a thick drain is applied 
for two days, the cavity is kept dry with dressings 
or sponges but without any antiseptics. The 
important thing then is to leave the wound open 
so that the atmospheric pressure of the lung and 
of the extrapleural cavity is the same. It is there- 
fore necessary to keep the cavity open as long as 
possible. If the lung is considered cured the wound 
or cavity is allowed to heal and close up. If the 
wound is closed the atmospheric pressure in the 
lung gradually expands the lung. Immediately 
after the operation high fever sets in, due to toxins 
being forced out of the lung into the circulation. 
In general the course is similar-to that following 
pneumothorax. 

Contrary to the large plastic operations this 
operation is almost entirely without shock and the 
action of it is much more intense than that fol- 
lowing the plastic operations on the ribs, which 
? satisfactory only if extensive resection of ribs is 

one. 

The method demands a certain consideration and 
experience but its action is so certain that the 
author deems it the method of choice for pulmonary 
cavities of tuberculosis. 

Combinations with incomplete intrapleural pneu- 
mothorax are self evident. 


| 
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In one patient on the eighth day after the opera- 
tion a cavity burst into the wound. No serious 
consequences followed. After a few days of high 
fever the mechanical removal of the secretion (dry- 
ing of the secretion and of the cavity) sufficed to 
bring everything to normal. It was shown that 
neither irrigation, antiseptic powders, iodine, 
thermocautery, are necessary, in fact they irritate, 
and that the best procedure is to dry the cavity 
with sterile gauze whenever necessary. ‘The 
patient made a splendid recovery. L. A. JuHNKE. 


HEART AND VASCULAR SYSTEM 


Lobligeois: Shrapnel Bullet Free in the Left 
Ventricle, with Recovery (Note sur un cas de 
balle de shrapnell libre dans le ventricle gauche). 
Bull. Acad. de méd. Par., 1916, \xxvi, 364. 


A soldier who had been wounded several months 
previously was sent to the author to ascertain the 
condition of his lungs and to locate the bullet 
which was believed to be in his breast. 

Under the radioscopic screen the presence of the 
bullet in the cardiac area was immediately noted. 
It was seen to be free in the left ventricle and its 
movements corresponded with each cardiac pulsa- 
tion; at the end of the diastole the bullet rested on 
the lower border of the heart near the apex, then at 
systole it moved rapidly from left to right. Fol- 
lowing the left border it evidently came in contact 
with the intraventricular partition. At the end of 
the systole it descended again slowly to its old 
position. W. A. BRENNAN. 


Martinez, P., and Corpas, J. N.: Treatment of 
Wounds of the Heart (Tratamiento de las heridas 
del corazon). Repert. de med. y cirug., Bogota, 
1916, vii, 535- 

In commenting on a case of heart suture recently 
reported by Rico, the authors report a similar case 
operated upon by them in ro1o and which was in- 
completely reported at that time. The case was 
that of a man about 25 years who had received a 
precordial wound about three hours before coming 
to the hospital. Pallid visage, small pulse, and 
difficult respiration suggested internal haemorrhage. 
There was a transverse external wound of about 2 
cm. in the third left intercostal space about 6 cm. 
from the median line. Slight occasional spurts of 
blood corresponded to the respirations. A pleural 
effusion was indicated. Immediate operation was 
performed under chloroform. After section of the 
third, fourth, and fifth costal cartilages, the third 
and fifth ribs were denuded and divided by costot- 
omy, the intermediate rib fractured, and the 
internal mammary artery clamped. ‘The pleural 
cavity was found filled with blood. The wound 
was observed in the anterior wall of the pericardium 
whence the blood issued from the pericardium to 
the pleura. The pericordial wound was extended, 
the sac cleaned and emptied, and through the 
myocardial wound there was clearly observed 


bright blood spurting intermittently coincident 
with the systole movement. This wound, about 1.5 
cm. long, was situated on the left ventricle in the 
upper part. The operator’s left hand was slipped 
behind the heart, and seizing it firmly he drew it out 
of the pericardial cavity and rapidly passed a suture 
through the edges of the wound. ‘The heart was 
felt relaxing and its beat ceased. Quickly replaced 
in its cavity the heart again contracted and the 
hemorrhage diminished. This maneuver was re- 
peated a second and third time until three sutures 
were placed and the hemorrhage entirely stopped. 
This was followed by suture and drainage of the 
pericardium; about 2 liters of blood were removed 
from the pleural cavity. The lung was not in- 
volved. The wound was closed. The whole opera- 
tion lasted about half an hour. The condition of 
the patient was satisfactory for some time after the 


operation and the pulse became good. In the . 


evening of the following day his condition became 
serious; there was considerable dyspnoea and ac- 
celerated pulse with meteorism and oscillations of 
the temperature from 30 to 60°. He died about 30 
hours after the operation, the symptoms being 
intensified. 

Autopsy showed that the sutures remained firm 
and the heart wound was becoming cicatrized. The 
autopsy findings did not cléarly establish the mech- 
anism causing death. It can hardly be attributed 
to infection phenomena. ‘The medicolegal verdict 
was that it was due to the large quantity of blood 
lost before operation. W. A. BRENNAN. 


Rothfuchs: Suture of the Heart (Herznaht). 
Deutsche. med. Wchnschr., 1916, xlii, 1086. 


The author relates the case of a man who had 
attempted suicide by stabbing himself in the heart 
region with a pocket knife. When he was received in 
the hospital one and one-half hours later, he was un- 
conscious, had no pulse, breathing difficult and 
irregular. ‘There was a stab wound 1.5 cm. deep in 
the fifth intercostal space. Cardiac dullness was 
not ascertainable on account of pneumothorax. 
There was but slight haemothorax and no anemia. 

The pericardium was laid bare and on the removal 
of blood-clots, etc., a stab wound about 2 cm. long 
was seen in the right ventricle. With each heart 
beat a jet of blood issued through the wound. The 
wound was sutured, the pericardium cleaned and 
completely sutured. During operation the pulse 
improved and at its completion the patient regained 
consciousness. The pulse gradually became regular 
and vigorous, the beats oscillating between 86 and 
110. On the second day a bronchopneumonia 
developed in the right lung and the patient died 
on the following day. 

With regard to technique Rothfuchs says that in 
this case owing to the difficulty of approaching 
the heart wound on account of the hemorrhage he 
put a catgut suture in the heart apex and luxated 
the heart which facilitated the suturing of the 
wound. W. A. BRENNAN. 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Sheffield, H. B.: Tuberculous Peritonitis in Young 
Children. Am. Med., 1916, xi, 709. 


Owing to the frequency with which abdominal 
enlargement is met in young children, especially as 
a result of dyspepsia and rachitis, it is not at all 
uncommon to find quite a large number of cases of 
tuberculous peritonitis which were overlooked until 
they reached very advanced stages. ‘This is very 
unfortunate, since tuberculous peritonitis, if treated 
surgically early, is practically curable. 

Judging from the fact that among the 46 cases 
under the author’s observation, 9 were under two 
years of age, Sheffield is inclined to believe that 
a great many infants succumb to this disease before 
a correct diagnosis is arrived at. 

Tuberculous peritonitis in young children is 
most apt to be confounded with rachitis, anemia, 
pseudoleukemica infantum, sarcoma of the kidney, 
and primary familial splenohepatomegaly. Owing 
to the frequent coincidence of tuberculosis and 
rachitis in babies, the differential diagnosis between 
the two affections presents considerable difficulty. 
In such cases a positive tuberculin reaction is 
decisive in the diagnosis. Epwarp L. CorNeLt. 


GASTRO-INTESTINAL TRACT 


Moschcowitz, A. V.: Massive Hzmorrhages from 
the Stomach Without Demonstrable Ulcer. 
Am. J. M. Sc., 1916, clii, 714. 

A typical example of “exulceratio simplex” 
Dieulafoy can be said to have only one well-marked 
symptom, namely, profuse hematemesis. This is 
such a characteristic symptom that we may divide 
the entire symptomatology into two parts: (1) 
before, and (2) after the occurrence of the hamate- 
mesis. 

Before the occurrence of the haemorrhage the 
history and physical signs are to all intents and pur- 
poses negligible. We find in a majority of instances 
that the afflicted individuals have no complaints 
referable to the stomach. The appetite and di- 
gestion are fair and the general health is so good 
that there does not exist at any time suspicion of 
impending danger. Suddenly and without any 
warning the patient vomits blood. It is rather 
characteristic that the first vomiting is so profuse 
that the patient shows systemic signs of bleeding. 
There are cases recorded in which even the first 
hemorrhage was fatal. 

The physical signs before haemorrhage are not 
known, for obvious reasons, but, in view of the ab- 
sence of symptoms before haemorrhage, it is safe to 
assume that the physical signs must also be negative. 

After hemorrhage has taken place, the symptoms 
and physical signs which govern the disease are 
merely those of a profound anemia. Examination 


of the stomach reveals nothing noteworthy. In 
the few cases in which the gastric contents were 
examined, nothing characteristic has been found. 
In some cases a marked hyperacidity, in some nor- 
mal values, and in others even a hypo-acidity, has 
been found. 

The disease affects most frequently females in 
the early twenties; but males in the later years of 
life, and even children, are not immune. 

The author reports four personally observed cases; 
all of them seen within a period of less than one 
month and three within a period of two days. 
In all of them he had made, or at least concurred 
in, the diagnosis of a bleeding ulcer of the stomach 
or duodenum. In all cases the abdomen was 
opened, but no evidence of ulcer found. In three 
cases the stomach was not opened. In one a 
posterior retrocolic gastro-enterostomy was _per- 
formed with exclusion of the pylorus. Two cases 
had a stormy convalescence, but all recovered. 

Epwarp L. Cornet. 


Hartert, W.: A New Method for Obtaining Com- 
plete Asepsis at Stomach and Bowel Opera- 
tions (Eine neuer Weg zur Wahrung vollkom- 
mener Asepsis bei Magen-Darmoperationen). 
Beitr. z. klin. Chir., 1916, xcix, 475. 


Even though the peritoneum possesses resistance 
against mild infection and even against severe in- 
fection there are nevertheless many fatal cases of 
peritonitis attributable to infection originating at 
operation upon the bowel. Furthermore, infection 
of the bowel can lead to postoperative ileus, post- 
operative pneumonia or pleurisy, postoperative 
adhesions, giving way of sutures, abdominal wall 
abscesses, etc. On that account complete asepsis 
at operation is desirable. Many methods for the 
accomplishment of this ideal have been devised, 
but critical examination of the methods shows that 
only a few of them come up to requirements com- 
pletely. First, the two-stage procedures in which 
the opening of the anastomosis is done some time 
after the primary operation have such limited 
application that their practical value is much de- 
creased. Second, those methods employing the 
thermocautery can be called aseptic, therefore the 
methods of Rostowzew and Moskowicz may be 
considered aseptic. Contrary to this all methods 
opening the bowel cold must be considered as not 
aseptic. 

The author has worked out a method which con- 
sists in boiling of the loop of bowel to be opened, 
opening and suture in boiled tissue, and invagina- 
tion of the boiled loop. Experimentally a loop 
of bowel was covered especially with pus and a 
bacterial culture, then clamped with tin clamps 
through which a stream of steam was forced. 
After boiling 15 to 30 seconds all bacteria were killed. 
Furthermore, experiments on the cadaver showed 
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that suture of the boiled bowel wall showed no 
changes in comparison with the normal bowel wall. 

To accomplish this the author invented an 
instrument which would save the maximum amount 
of space yet permit the following: (1) rapid and 
certain boiling of the bowel, (2) limiting the boiling 
to the part desired, (3) closure of the boiled loop of 
bowel from the adjacent bowel, (4) certain avoidance 
of burning contiguous organs. This was accom- 
plished with the author’s instrument. 

Aside from the undesirable necrosis of the bowel, 
boiling causes a certain loss of firmness and elasticity 
of tissue, but not sufficient to hinder the careful 
application of a good suture, provided the bowel is 
not compressed too tightly. Shrinkage of the 
bowel is prevented by cooling the loop before re- 
moving the clamp. 

The technique of suture or union of the bowel in 
boiled tissue is different from others in that the 
through-and-through suture passes through boiled 
instead of normal tissue and that instead of only 
one seromuscular suture being applied two are used, 
as the through-and-through suture is only temporary 
and has served its purpose when it is extruded with 
the necrotic portion. 

The author’s conclusions are: (1) In the employ- 
ment of the principle complete asepsis is ideally 
retained. It is absolutely certain that not a single 
living bacterium is able to reach the abdominal 
cavity from the bowel. (2) All typical operations 
necessitating the opening of the bowel or stomach 
can be performed aseptically. (3) The possibility 
of haemorrhage post operationem is absolutely 
excluded. (4) Side injuries are avoided by the 
protective cooling apparatus. (5) The anastomo- 
sis openings produced with this method are large, 
and secondary contraction need not be feared. 
(6) The sutures are applied in sterile tissue and 
stitch infection will not occur. ‘The inner row of 
sutures is protected for some time after the opera- 
tion. (7) By employing the method the bowel may 
be severed several times in the sterile segment if 
severing will permit greater access to parts, as no 
infection need be feared. 

The method is less adapted to narrow bowel parts, 
in end-to-end anastomosis of a distant part to a 
narrow terminal part, and in places where room is 
scarce, as in high stomach resections. It is especial- 
ly adapted, however, to the large bowel on account 
of the high bactericidal content. L. A. JUHNKE. 


Gewin, W. C.: Gastrocolic Fistula Due to Chronic 
Gastric Ulcer; Spontaneous Cure. Allania J. 
Rec. Med., 1916, Ixiii, 304. 

In the case reported there was a definite history 
of gastric ulcer, and under the fluoroscope bismuth 
was seen to pass through a fistulous opening in the 
posterior wall of the stomach. The logical con- 
clusion was that the fistula was between the stom- 
ach and the colon. At the same time food passed 


through the pylorus into the duodenum. Under 
treatment there has been a great increase in weight 
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with complete amelioration of digestive symptoms, 
and apparently the ulcer healed and the fistula 
closed. Possibly healing was facilitated by the 
increased blood supply to the ulcer through ‘the 
attachment of the affected area to the colon. 

The chief cause of these fistula is nearly always 
a gastric affection, carcinoma or ulcer, the principal 
symptoms being fecal vomiting or the eructation of 
fecal gases, without other signs of intestinal ob- 
struction; diarrhoea; loss of weight. Ability to 
inflate the stomach through the rectum is also 
occasionally noted, as well as the vomiting of 
enemata; the withdrawal by gastric lavage of col- 
ored fluids introduced into the rectum, and the 
finding of pepsin and hydrochloric acid in the stools 
are also diagnostic aids. E. K. ARMSTRONG. 


Pauchet, V.: Treatment of Chronic Ulcer of the 
Stomach (Traitement de lulcére chronique de 
Vestomac). Presse méd., 1916, p. 445. 

Pauchet thinks that the treatment of choice in 
cases of gastric ulcer is not gastro-enterostomy but 
resection. For ulcers situated on the small cur- 
vature Pauchet recommends segmental gastrec- 
tomy done in the following stages: 

1. Colo-epiploic exposure. 

2. Section of stomach more or less near the duo- 
denum according to the situation of the ulcer. 

3. Section of the stomach above the ulcer. 

4. Closure of the gastric end on the duodenal side. 

5. Gastrojejunal implantation as in a resection 
for cancer. 

For hour-glass stomach resulting from cicatricial 
ulcer the author resects systematically, the same 
as for an ulcer of the small curvature. 

For perforated ulcer if treated within the first 
few hours the operation of choice is suture of the 
ulcer consolidated with fragments of epiploon. 
Such a procedure is impossible when the ulcer is 
extensive and its edges rigid. When such is the 
case gastrectomy is indicated. W. A. BRENNAN. 


Hortolomey: Personal Modification of Wilms’ 
Method for Pyloric Exclusion (Modification per- 
sonal del procidimiento de Wilms para la oclusion 
del pilora). Rev. de med. y cirug. pract., Madrid., 
1916, xl, 154. 

As the result of a series of experiments made on 
dogs Hortolomey has succeeded in modifying Wilms’ 
method of excluding the pylorus. While the method 
by section and complete separation of the pylorus 
from the stomach provides complete and definite 
exclusion, it has the disadvantage that it prolongs 
the operative act; and there is the danger of perito- 
neal infection by manipulation of the sutures of the 
mucosa. ‘The mortality is relatively high and the 
procedure is very dangerous for debilitated patients. 
Simple procedures, stoppage and ligature of the 
pylorus, give imperfect results. The exclusion is 
temporary and after a time the pylorus is again 
permeable. By Wilms’ method the exclusion is 
obtained by means of ligature, using a small strip 
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taken from the sheath of the rectus muscle, fascia 
lata, epiploon, etc. While this gives a ready oc- 
clusion, after more or less time — not exceeding three 
to five months — the pylorus again becomes perme- 
able due to two causes. Some aver that the 
peristaltic stomach movements separate the strip 
and others that it is distended by the muscular force 
of the fleshy coatings of the stomach which propel 
the stomach contents toward the pylorus and over- 
come the resistance of the strip. 

Two animals on which Hortolomey did a Wilms 
operation were sacrificed after 93 and 103 days re- 
spectively. Water introduced by the cardia 
escaped both by the pylorus and by the artificial 
gastro-enterostomy. Hortolomey believes that the 
insufficiency of the pyloric exclusion may be ex- 
plained thus: When the pylorus is compressed by 
the aponeurotic strip the stomach mucosa forms 
a series of longitudinal folds which come in contact 
with and obstruct the conduit; in time owing to the 
pressure exerted on the pylorus by the stomach con- 
tents the mucosa atrophies and the folds are effaced. 
The stomach contents then begin to pass more and 
more abundantly and finally overcome the resistance 
of the strip. Separation never takes place. 

Hortolomey’s modification of Wilms’ procedure 
is effected as follows: (1) After cleavage of the gas- 
trohepatic and great epiploon the finger is introduced 
beneath the pyloric antrum and the serous mem- 
brane is incised around it by the bistoury and the 
muscular coat as far as the mucosa, dissecting it to 
the extent of 1 to 2 cm. (2) With a Kocher’s 
forceps introduced below the posterior face of the 
antrum, the aponeurotic strip is seized and applied; 
another forceps holds the other extremity of the 
strip. The ends are crossed over and tied with a 
thread passed through the strip. (3) A seromucosal 
suture is made all around superficially so that the 
strip is completely buried. The gastro-enterostomy 
is then carried out in the classic way. 

The author states that the reasons on which his 
modifications are based are: (1) that by applying 
the strip upon the mucosa complete occlusion of 
the pylorus is secured; (2) that the strip remaining 
between the coats of the stomach there is produced 
in its neighborhood a slight extravasation of blood 
and, therefore, the gastric coats behave toward it 
as in the case of a foreign body newly introduced 
and effect a solid cicatrization between the stomach 
walls and the strip like that produced in an ulcer 
or in a fibrous stenosis of the uterus. In animals 
on which this procedure was done and which were 
killed after about eight months the occlusion was 
found to be definite in all. The pyloric orifice was 
found completely obscured and atrophy was ob- 
served on the pylorus alone. Externally to the 
pyloric site there were no adherences. The pro- 
cedure has also been carried out in two patients of 
Hortolomey’s clinic, one with dudoenal and the 
other with pyloric ulcer. The operation was well 


borne and the results excellent. 
Hortolomey claims these advantages for his 
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method: (1) there is no increase in the duration of 
the operation; (2) definite occlusion is obtained; 
(3) by suturing the aponeurotic strip the ultimate 
formation of adherences between it and the im- 
mediate organs is avoided; (4) its results are definite 
and the patient is less exposed to the danger of 
peritoneal infection. W. A. BRENNAN. 


Crispin, E. L.: Duodenal Ulcer with Achlorhydria. 
Interst. M. J., 1916, xxiii, 890. 


This article is a brief review of the history of 
eleven cases in the Mayo Clinic of operatively 
proved duodenal ulcer in which the gastric analysis 
showed an absence of free hydrochloric acid. 

Ten of the eleven patients in this series were 
males. The one female, aged 37, was the youngest. 
The oldest patient was 66. The average age was 
54 years. Four of the patients had used alcohol 
moderately, i.e., 1 on a basis of o to 4. Seven had 
been moderate users of tobacco. In no case was 
there history or evidence of syphilis. In all there 
was weight-loss, the greatest being 94 lb., the least 
5 lb., and the average, not counting the very exces- 
sive loss of 94 lb. in one case, 15 lb. 

It is interesting to note that, as regards previous 
illnesses, four of the patients, or 36 per cent, had had 
typhoid fever on an average of 24 years before. Of 
the patients 3 had had abdominal operations; in 2 
the appendix had been removed eight and six years 
before, respectively. The third patient had been 
operated on for gall-stones four years before; stones 
were not found; the gall-bladder was drained and 
the appendix removed. All the patients had pain 
or distress. The time of pain or distress was vari- 
able, beginning from one-half to four hours after 
meals. Night pains were recorded in three in- 
stances. Nine patients gave a history of vomiting, 
varying in character from hot sour water to de- 
layed vomit. Two patients had hematemesis. 
Nine complained of gas, belching, and bloating. 
Eight were constipated; three had had diarrhea; 
and three reported blood from the bowel. 

In none of these cases was free hydrochloric acid 
found in the gastric content. The lowest acidity 
was 4-0-4, the highest 38-o-38; and the average 
15-0-15. Food remnants from the evening meal 
were withdrawn with the test breakfast content in 
6 of the cases. The largest amount of retention 
was 1,200 ccm. 

In operating on these cases of duodenal ulcer, it 
was found that 1 was associated with empyema of 
the gall-bladder; 2 had perforated; in 3 there were 
also gastric ulcers, in two instances on the posterior 
wall and in one on the lesser curvature. In 5 cases 
there was no disease in the upper abdomen other 
than the duodenal ulcers. In 6 of the cases marked 
obstruction of the duodenum was found at operation. 
In 1 there were two ulcers on the anterior surface 
of the duodenum. In 5 of the 11 cases the appendix 
was removed at the time of operation. Because 
of the ulcers a gastro-enterostomy was done in all. 

Epwarp L, CorRNELL. 
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Boughton, G. C.: Intestinal Stasis. Jnternat. 


J. Surg., 1916, xxix, 359. 


Intestinal stasis is due to retention for too long a 
time of bowel contents with resulting toxic absorp- 
tion and the production of quite constant and defi- 
nite symptoms. The adoption of the upright pos- 
ture by man has been followed by descent of the 
heavier abdominal viscera, more marked in some 
regions than in others with the consequent produc- 
tion of kinks leading to some degree of intestinal 
obstruction. The situations at which kinks are 
especially liable to develop are the third portion of 
the duodenum, the lower end of the ileum, the 
appendix, the hepatic and splenic flexures, and the 
sigmoid. 

Duodenal kinking is usually secondary to drop- 
ping of the lower end of the ileum and is not perma- 
nent. ‘The mechanical consequences are distention, 
congestion, and ulceration. In kinking of the lower 
ileum demonstration of a fixed point indicates the 
presence of a Lane’s kink. Involvement of the 
appendix by bands is often followed by inflamma- 
tion, but in severe cases where displacement of the 
appendix is associated with kinking of the ileum, 
removal of the appendix fails to relieve the symp- 
toms. In the hepatic region obstruction is much 
less common but the effect of slight diminution in 
the caliber of the gut is far greater here. As the 
splenic flexure is normally firmly fixed, there may 
be a very long rise from the dropped ascending and 
transverse colon, and faces may be retained for 
days in the latter organ. The sigmoid is frequently 
the seat of adhesions which result in the formation 
of narrowing, kinks, diverticula or lengthening. 

The important parts of the treatment consist in 
the use of good hygiene, diet, tonics, and a pure 
liquid paraffin or Russian oil. In case progression 
to a stage of chronic intestinal stasis occurs, despite 
careful medical treatment, it becomes necessary to 
perform a laparatomy for the purpose of removing 
bands and straightening kinks. E. K. Armsrronc. 


LIVER, PANCREAS, AND SPLEEN 


Neugebauer, F.: An Insect in the Gall-Bladder. 
Zentralbl. f. Chir., 1916, No. 24. 


The migration of foreign bodies from the intestine 
into the common duct and thence into the gall- 
bladder has occasionally been reported. In a 
woman of 43 with gall-bladder symptoms operated 
upon by Neugebauer a large number of small calculi 
with purulent bile were found in the gall-bladder 
and among the calculi was found an insect 8 mm. 
long. This was zoologically recognized as a larva of 
the forficula auricularia, a common enough insect 
which can easily reach the human digestive tract 
with foods such as salads and fruits. 

The insect was certainly dead when it reached the 
duodenum. The matter for discussion, therefore, 
is of the penetration of a dead insect from the 
duodenum into the gall-bladder. 

_ Apart from the curious finding Neugebauer thinks 
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the incidence is of interest in the pathogenesis of 
bile-passage disturbances. It demonstrates the 
possibility that particles of the intestinal contents 
can possibly reach the bile passages; such particles 
may be so small as to escape detection. 

W. A. BRENNAN. 


Shaw, H. A.: Surgery of the Gall-Bladder and 
Biliary Passages. Internat. J. Surg., 1916, xxix, 
290. 

In discussing the physiology and embryology of the 
biliary system, Shaw dwells especially upon the 
intimate association of the mechanics of the pylorus 
in relation to that of the gall-bladder. He also 
emphasizes the chemical change which the bile 
undergoes during its sojourn in the gall-bladder, 
particularly in reference to the immense amount 
of mucus which is added and the great importance 
of this substance as the natural protector of the 
duodenum, in addition to neutralization of the acid 
chyme and other proved and accepted facts in re- 
lation to the physiology of the bile. 

The above facts are utilized to establish the au- 
thor’s contention that the protective réle played by 
the mucous secretions, more especially in the upper 
intestinal tract, is much greater than is usually 
considered. 

The importance of stasis as an etiological factor in 
biliary infection is emphasized as follows: “When 
we consider the bile as a culture medium for certain 
types of organisms, especially the omnipresent colon 
group, we can readily realize that any mechanical 
interference with its proper exit from the gall-blad- 
der (culture tube) would mean a rapid bacterial 
growth.” For the sake of brevity and lucidity, he 
constructs a formula as follows: 


Bile+Micro-organisms+Stasis= Inflammation. 
a Cholecystitis. 
Inflamation = Cholelithiasis. 
Empyema. 


The theory of Rosenow in reference to the selec- 
tive action of certain organisms, etc., is not wholly 
accepted, the author claiming that the severity 
of the resulting inflammation depends, first upon the 
degree of stasis and, second upon the nature of the 
infection. 

Under operative technique, he calls attention to 
the fact that ‘anatomically it is well to remember 
that the thoracic nerves innervate the abdominal 
parietes and are in the same relation to the linea 
transverse as to the rib,’ drawing practical de- 
ductions therefrom in reference to abdominal 
incisions. 

As regards the treatment of cholemia the follow- 
ing practical suggestions are offered: 

1. Perform the minimum amount of work ab- 
solutely necessary. 

2. Carefully ligate every tiny bleeding point. 

Use the most scrupulous care in applying 
both tension and coaptation sutures; take 50 per 
cent more sutures and use non-cutting needles, 
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pulling the sutures tight. Apply silkworm gut ten- 
sion sutures in figures of eight, making the lower 
loop include the posterior sheath of the rectus, and 
tie tightly over gauze with a bowknot, so that they 
may be tightened later, if necessary. 

4. Absolutely eliminate dead space. 

5. If time will permit, give 1 gm. dose of calcium 
chloride every three hours for at least one day be- 
fore the operation and use postoperatively by proc- 
toclysis (drop method) 4 gm. to the liter. 

6. Inject horse serum (if not obtainable use anti- 
diphtheritic serum) intramuscularly at the time of the 
operation and repeat if necessary. (The author has 
injected it locally into the wound with negative 
results.) The danger of anaphylaxis is greatly 
overestimated and in a critical case should be given 
scant consideration. 

The author reviews the similarity of the symp- 
tom-complices in the various lesions of the gastro- 
intestinal canal and especially emphasizes the ab- 
solute necessity of careful case histories to fortify 
our operative judgment. He gives the technique of 
exploration in cases uncomplicated by adhesions 
and in cases complicated by adhesions. Under 
exploration the subject of re-formation of gall- 
stones is considered with the following conclusion: 
“The prophylaxis against the re-formation of gall- 
stones is to remove them all at the time of opera- 
tion.” The coincidence of pelvic lesions with gall- 
stones is noted, especially in obese subjects, wherein 
adequate and proper bimanual examination is 
often impossible and the necessity of routine pelvic 
exploration is urged. 

In discussing examination of the gall-bladder, 
the author calls attention to the value of deduction 
arrived at in testing the elasticity of the gall-bladder 
wall and to the value of the transmitted impulse 
to the point of obstruction obtained by alternate 
compression and relaxation. 

In discussing the various problems presented in 
the treatment of adhesions in connection with proper 
exploration the author emphasizes the importance 
of careful history taking; goes into the question of 
crippling defects and the inevitable re-formation of 
adhesions; takes into consideration the patient’s 
general physical condition and the question of 
shock following trauma in this particular region, etc. 
In regard to the indiscriminate breaking up of ad- 
hesions he quotes the old axiom: ‘Fools rush in 
where angels fear to tread.” In the treatment of 
adhesions two suggestions are offered; sharp dis- 
section and “‘colohepatopexy.” 

In considering the choice of operation the author 
emphasizes the important réle played by the gall- 
bladder, both from the standpoint of embryology 
and physiology. ‘Unlike the appendix, the gall- 
bladder is not simply the rudimentary remains of a 
once useful organ, but rather the development of an 
organ called into being by sheer physiological 
necessity.” He claims that dilatation of the com- 


mon duct following cystectomy rather proves than 
disproves the above point. 
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He dwells upon the indications for cystectomy pro 
and con and especially emphasizes the importance 
of structural defects, productive of biliary stasis 
and all of its attendant evils. He cites the stenosing 
irreparable injuries following common duct drainage 
or the necessity of depending upon the tiny ampulla 
of Vater for the same in cystectomy where there is a 
coincidental choledochitis. Some of the state- 
ments are at variance with the conventional ideas, 
Shaw claiming that ‘in conditions involving the 
common duct and calling for drainage of the same, 
it is often conservative as well as good surgery to 
utilize even a damaged gall-bladder for drainage, 
provided the cystic duct is sufficiently patent to 
freely permit this,” citing at the same time the 
innumerable instances that the gall-bladder had re- 
mained symptomless and apparently functionally 
normal after cystostomy was performed, preliminary 
to cystectomy. 

He states that ‘‘ where incision of the common duct 
is rendered necessary by the presence of stones, for 
the purpose of adequate exploration, etc., the 
immediate suture with drainage externally to the 
lumen, associated with cholecystostomy offers: 
(1) lower mortality (the mortality rate is high in all 
common duct operations); (2) far less permanent 
injury to the duct, and (3) equally perfect drainage, 
provided there is an amply patent cystic duct. 

The conclusion as to operative choice is: ‘‘Gen- 
erally speaking the lesions calling for cholecystec- 
tomy rather than cystostomy are those wherein the 
mechanics of the gall-bladder and cystic duct are 
permanently altered —lesions that tend toward 
biliary stasis.” Under operative technique he sug- 
gests that if one would realize the full value of ro- 
tation of the liver, this should be attempted before 
packing is placed to such a degree as to interfere 
with free rotation. 

The first fold of the lap roll is gently inserted into 
the foramen of Winslow, thereby blocking the same 
and preventing any possible contamination of the 
lesser peritoneal cavity, at the same time assisting 
in retaining the gauze in proper position. He cau- 
tions against freeing any more of the fundus of the 
gall-bladder from the liver than is necessary to do a 
proper inversion around the tube, for the reason that 
the visceral peritoneum of the liver is the natural 
support of the gall-bladder and holds it at such an 
elevation as to favor proper drainage and prevent 
any angular deformity or collapse or adhesion to the 
structures below. Incidentally while touching upon 
the normal supports of the gall-bladder and the 
participating of the liver in the respiratory excur- 
sion, the author recommends that where there is a 
long redundant fundus, coupled with a gall-bladder 
of abnormal capacity, the excessive portion should 
be amputated by crushing along the proposed line 
of amputation, with a small Payer clamp, thereby 
greatly diminishing hemorrhage, after which cystos- 
tomy is performed in the usual manner. 

He condemns the practice, which is not at all 
unusual, of fixing of the tube that drains the gall- 
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bladder to the abdominal wall. He considers this 
bad practice for the following reasons: (1) It does 
not allow for the natural mobility of the liver which 
assumes a somewhat different position, according to 
the posture of the patient. (2) It fixes the tube at 
two moving points, i.e., the abdominal wall and 
the liver. (3) The abdominal stitch is applied after 
the wound is closed, either dragging the gall- 
bladder upward, or forcing it down in an untoward 
position. 

The importance of Morison’s pouch is urged as a 
vantage point in drainage, extra to the gall-bladder; 
this is dubbed as an anatomical catch basin and the 
author urges drainage of the same in all cases. He 
believes that many of the poor results following 
cholecystostomy are due to insufficiently prolonged 
drainage. The primary object of the operation 
restitutio ad integram is not insured simply by the 
bile coming away clear. 

Alex. Bryan Johnson claims that it is important 
to lead the drainage tube from the upper angle of the 
wound. Shaw takes exception to the procedure as 
routine, believing that the drain should be brought 
out at that point which does not angulate the tube 
or press upon the margin of the liver, thereby inter- 
fering with the normal mobility of the liver. 

His conclusions as to the advisability of dropping 
the gall-bladder back into the abdomen without 
suturing to the parietes are that as pre-operative 
findings and symptoms are deceptive and _ biliary 
stasis and not the character of the infection is the 
true index to the severity of the lesion, where 
mechanical conditions are perfect, a properly placed 
drain extra to the gall-bladder is the keynote of 
safety, and not the suturing of the viscus to the pari- 
etal peritoneum with all of its attendant evils, too 
well known to call for remarks. 

As regards cholecystectomy, he is of the opinion 
that the anatomicosurgical facts in relation to this 
operation show that individual ligation is not only 
extremely desirable from the viewpoint of good 
technique, but easily accomplished in 75 per cent of 
all cases and that ligation ew masse is irrational and 
consequently obsolete, except in about 25 per cent 
of cases, where adhesions have produced great 
anatomical distortion; in which cases he resorts 
to ligation en masse and does not attempt to ligate 
flush with the common duct, preferring to disre- 
gard the advice of Crile and take the chance of a 
possible sacculation and inflammation of the rem- 
nants of the cystic duct and consequent trouble 
(remotely possible) rather than risk the injury to the 
common or hepatic duct. 

Shaw states that in over fifty careful dissections he 
has demonstrated to his complete satisfaction that 
the ideas of Pels-Leusden in reference to the cystic 
artery are absolutely correct and that any tech- 
nique based upon the intimate relation of the cystic 
duct and artery near the confluence of the cystic 
with the common duct is basicly wrong, stating: 
‘Here again I wish to repeat that except in a small 
percentage of cases we can not expect to grasp the 
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cystic artery and duct in the same bite, unless we 
include such amount of tissue that will endanger 

- hepatic (especially the right) or the common 
uct. 

In regard to the attachment of the gall-bladder to 
the liver he does not accept the unchallenged and 
time-honored statement that the gall-bladder frees 
easier from below upward; he claims that it is 
immaterial. 

He describes his technique of cholecystectomy 
and summarizes its advantages as follows: 

1. Individual ligation of the cystic artery. 

2. Ability to straighten the cystic duct and 
thereby safely free it up to its confluence with the 
common duct, in that way leaving no stump for 
future trouble. 

3. There is no crushing or tying in the dark; 
everything is in plain sight, thereby minimizing the 
danger to the biliary ducts. 

4. It is practically bloodless and with the artery 
tied at the beginning and the duct well exposed any 
haemorrhage of the liver would not mask the field. 

5. There is more perfect and complete perito- 
nealization. 

6. The duct being severed as the final step, pre- 
vents the possibility of septic contamination. 

Under cholecystenterostomy the author draws 
the following conclusions: 

1. It is absolutely necessary to make sure that 
the cystic duct is competent before attempting 
operation. 

2. It is most desirable to have a gall-bladder not 
too seriously pathologic; i.e., one capable at least 
of assuming and continuously maintaining a tubular 
function. 

3. Anastomosis with the colon should have no 
place in surgery of the gall-bladder. The inevitable 
infection of the biliary apparatus and the continual 
absence of bile in the small intestine, spell death. 

4. Anastomosis with that portion of the duode- 
num above the ampulla of Vater, though more diffi- 
cult of accomplishment than with the jejunum by 
the “‘retrocolic” method, is ideal from a physiolog- 
ical standpoint. It is the method of choice in all 
non-malignant conditions where a _ permanent 
stoma is considered. (The especial indications are 
the non-malignant obstruction of the lumen of the 
choledochus not removable by choledochotomy or 
stenosing injuries following choledochotomy.) 

5. Anastomosis, by the retrocolic method, with 
the jejunum is beset with less operative mechanical 
difficulties; it should be adopted in all cases where 
anastomosis with the duodenum is _ impossible 
through adhesions or other causes. It is the method 
of election in all malignant conditions. (In malig- 
nant obstruction the relief is of necessity only 
temporary and great speed is essential.) 

6. By either method it is absolutely essential to 
establish a liberal stoma. Infection is more to be 
feared than the entrance of food into the gall- 
bladder. A liberal stoma provides good drainage 
and insures against subsequent contraction. 
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7. All added operative procedures, such as an- 
astomosis of afferent to efferent gut by the method 
of Milkulicz, etc., to prevent passage of food into 
the gall-bladder, are simply added dangers and of 
doubtful utility. 

8. As in cholecystostomy or cholecystectomy, 
drainage of Morison’s pouch is essential, with the 
added precaution of not allowing the drain to come 
in contact with the suture line. 


Starr, F. N. G.: Differential Diagnosis of Gall- 
Stones and Their Treatment. Jylernat. J. 
Surg., 1916, xxix, 346. 


Remembering that about one in ten individuals 
that come to autopsy show gall-stones and that 
stomach symptoms are usually reflex, will result in 
overlooking fewer cases of cholelithiasis. The 
symptoms vary from those characteristic of the 
affection to the indefinite manifestations often seen. 
Cases presenting attacks of dull epigastric pain, 
often aggravated by taking food, some tenderness 
on pressure under the right costal margin, discom- 
fort increased by deep inspiration, associated with 
such symptoms as nausea and loss of appetite, are 
difficult of diagnosis. 

Gall-stones must be differentiated from pleurisy, 
appendicitis, right kidney trouble, pancreatic dis- 
ease, gastric and duodenal ulcer, and cancer of the 
transverse colon. Sufferers from gall-stones are 
often subject to ‘‘rheumatism,” neuralgia or sciatica, 
the gall-bladder being sometimes the source of in- 
fection when other organs more commonly at fault 
are negative. 

The treatment is surgical, with the following 
objects to be attained: improvement of the patient’s 
health, avoidance of impaction with its complica- 
tions, avoidance of infection with its sequela, be- 
cause of the possibility of the development of car- 
cinoma in the irritated gall-bladder. In cases where 
the mucous membrane presents a diseased appear- 
ance and where infection is prone to persist in the 
submucosa, a cholecystectomy should be done. 

E. K. ARMSTRONG. 


Giovanni, O.: An Unrecognized Symptom in 
Lesions of the Pancreas and in Aneurisms of 
the Coeliac Artery (Su di un sintoma sconosciuto 
nelle lesioni del pancreas e nell’ aneurisma del tronco 
celiaco). Gazz. d. osp., Milano, 1916, xxxvii, 948. 


Hepatic colic with icterus generally suggests the 
diagnosis of biliary lithiases, especially when there 
is accentuated pain on palpation over the gall- 
bladder; however, the picture does not always 
correspond to biliary lithiasis, but is an indication 
of other lesions in the vicinity of the liver. 

In a case coming for operation to the author 
with diagnosis of cholelithiasis he was able to 
observe by palpating along the liver and gall- 
bladder that there was an abnormal pulsation with 
a sensation of friction which was rendered more 
distinct and evident on applying the stethoscope 
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about a fingerbreadth to the right of the umbilicus— 
a sensation which is evident neither in normal 
subjects nor in patients with biliary lithiasis. On 
proceeding to operation in this case the gall-bladder 
was normal, but there was a hard tumefaction in- 
volving the head of the pancreas and an augmenta- 
tion of the whole organ. 

In another case with similar symptomatology and 
in which he was also able to demonstrate the ab- 
normal pulsation referred to, there was found on 
operation an aneurism of the cceliac artery. 

Therefore, the author thinks that the phenomena of 
hepatic colic with intermittent icterus may occur, 
otherwise that when directly dependent upon 
lesions of the common duct and gall-bladder they 
may be caused by pathologic conditions of neigh- 
boring organs producing compression on the hepatic 
duct. Also that when in hepatic colic and inter- 
mittent icterus the abnormal pulsation at the right 
side of the umbilicus can be demonstrated, it is a 
question either of a lesion of the pancreas or an 
aneurism of the coeliac artery. W. A. BRENNAN. 


MISCELLANEOUS 


Fischer, L.: Notes on the Diagnosis of Abdominal 
Distention in Children. Med. Rec., 1916, xc, 
932. 


Abdominal distention is met with in many chronic 
conditions, as in Hirschsprung’s disease; tuberculous 
peritonitis; malignant neoplasms involving the 
kidney; hepatic cirrhosis, in which the abdomen is 
uniformly distended and extremely tense; in Banti’s 
disease; in tuberculosis of the mesenteric glands; 
severe rickets; in Pott’s disease; in conjunction with 
hydronephrosis; and in diseases of the ovaries and 
uterine adnexa. None of these conditions lead to 
an immediately fatal termination. 

The acute conditions are of greater interest, and 
among the obscurer causes of distention are typhoid 
fever, the classic symptoms of which are not so 
often noted in children; swelling of the mesenteric 
glands; overaction of the pyloric sphincter; pneu- 
monia; obstructive and inflammatory conditions in 
the abdomen; and rarer conditions affecting the 
bladder, ureters, kidney, liver, and peritoneum. 

In the diagnosis of acute abdominal distention a 
thorough examination is imperative. A leucocytosis 
of 20,000 or more indicates good resistance and is of 
prognostic value. A progressively increasing pulse- 
rate indicates a progressive septic infection; com- 
bined with an increasing leucocytosis it indicates 
the spread or intensification of inflammation. ‘The 
lungs should always be inspected for consolidation 
and effusion. 

A sudden illness in which abdominal symptoms 
appear should always be looked upon with gravity, 
careful consideration being given to such symptoms 
as persistent vomiting, singultus, and abdominal 
distention, while the presence or absence of blood 
in the stool is very important in arriving at a 
diagnosis. E. K. ARMSTRONG. 
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SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, — 
TENDONS, CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Le Fort, R.: Deep and Massive Contusion of the 
Lower Limb; Intervention on the Perivascular 
Sympatheticus (Un syndrome de contusion pro- 
fonde et massive du membre inférieur; intervention 
sur la sympathique périvasculaire). Rev. gén. de 
clin. et de thérgp., 1916, xxx, 577. 

In the case of a man injured by the fall of a mass 
of earth in a mine explosion, the facts noted by the 
author were first, an enormous swelling of the 
limb, apparently due to a deep formidable hama- 
toma. ‘This appeared to subside within a dozen 
days and was followed by contraction in the flexion 
of the thigh and knee and also in the amount of 
rotation of the limb. This in turn was followed by 
atrophy of the muscles, and the indurations per- 
sisted in the muscular masses for many months 
accompanied by an absolute impotence of the limb 
and foot. Spontaneous pain was fairly constant 
and acute pain was felt at the least pressure in the 
lower extremity. 

From his study of such cases and noting the failure 
of other methods to check the persistence of the 
symptoms the author decided that active surgical 
intervention on the perivascular sympathetic system 
was indicated. The sympathetic plexus was 
reached by the popliteal route. Intervention was 
made under chloroform. The artery and vein were 
cleared from their coverings for about 6 cm. of their 
extent. The dissection was delicate on account of 
adherences of the sheath to the artery. The results 
were good, the amelioration being rapid and pro- 
gressive. The patient was able to be up within a 
few weeks. W. A. BRENNAN. 


Finkelstein, H.: Joint Hypotonia. 


N. 
1916, Civ, 942. 


The author describes a unique case characterized 
by a striking degree of joint mobility involving prac- 
tically all the joints of the body without apparent 
demonstrable muscle weakness. The case was that 
of a 21-months’ old girl whose grandmother, two 
uncles and mother had had flail-joints during youth. 
The child’s: joints had been flail since birth, the 
upper and lower extremities being especially in- 
volved, the spine to a lesser degree, but the muscular 
power was unimpaired. The hips could be dis- 
located and replaced at will, without much effort. 

This case differed in nearly all essentials from 
Oppenheim’s myotonia congenita. It was not only 
congenital but familial as well. There was no 
interference with the motor power, not even a weak- 
ening of the muscles, nor was there any loss of re- 
flexes. The electrical reactions were normal. 
Nearly all the joints of the body were involved. 
The radiographs showed no evident lesions in the 


bones. The only structures affected were the 
capsules and ligaments of the joints. A favorable 
prognosis was based on the progressive improvement 
which occurred in the other members of the family 
similarly affected. Lewin. 


FRACTURES AND DISLOCATIONS 


Cotton, F. J.: Os Calcis Fracture. 
Phila., 1916, lxiv, 480. 


Ann. Surg., 


The author calls attention to the crushing char- 
acter of fractures of the os calcis. Such fractures 
are not clean cut and any attempt to classify them 
is useless. The fracture caused by a fall in which 
the patient lands on the heels is the one con- 
sidered in this paper. There is a mashing down of 
the spongy bone, the posterior part is pushed up and 
the sides spread out, especially the external side, 
causing an increase in width. The prominence of 
the displaced bony wall under the external malleolus, 
together with the upward displacement of the heel, 
is regarded as a fairly constant sign of this fracture. 
Another important sign is the interference with 
lateral motion in the calcaneo-astragaloid joint; 
i.e., with supination and pronation of the foot. 
The usual method of treatment, merely putting 
the foot in a cast, gives poor results and the patient 
is always more or less disabled. A more definite 
form of treatment is advised, consisting in forcibly 
pulling down the heel and impacting the fracture by 
lateral pressure with pad and hammer under general 
anesthetic. Out of 21 cases followed up after con- 
servative treatment 16 showed either complete or 
very marked disability with loss of lateral motion. 
Of 11 patients examined after treatment by the 
forcible impaction method good or ‘perfect results 
were shown in 8 cases. W. A. Crark. 


Collins, H.: Coraco-acromial Dislocation. Bull. 
Dept. Public Charities, 1916, i, 47. 


Luxation of the outer end of the clavicle may be 
either subacromial or supra-acromial, the latter 
being the most frequent; either type may be com- 
plete or incomplete depending upon the damage to 
the capsular ligament of the acromial articulation. 

Reduction is usually easily accomplished, but 
maintenance of the parts in proper position is often 
difficult or impossible. It may be accomplished, 
however, by passing a bandage under the elbow and 
over the acromioclavicular joint with a pad placed 
over the articulation, but ulceration is apt to occur 
if firm pressure is maintained for the necessary four 
weeks. Wiring the joint or the use of an absorbable 
suture material may be adopted, but this has the 
objection of leaving a scar, and if wire is used it 
often causes irritation if weight is borne on the 
shoulder. The author uses an ordinary carpenter’s 


finishing nail about four inches long. A hole is 
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drilled obliquely through the outer end of the 
clavicle so that it emerges on the articular surface 
of the bone as near the center as possible; the hole 
should be the same diameter or a little smaller than 
the nail. With the dislocation reduced and held 
by an assistant, the nail is driven through the clav- 
icle, downward, backward, and outward into the 
body of the acromion. A gauze pad is placed under 
the head of the nail to prevent ulceration of the 
skin. At the end of four weeks the nail is easily 
withdrawn and only a tiny scar at the point of 
entrance remains. R. G. PacKARD. 


SURGERY OF THE BONES, JOINTS, ETC. 


Schwartz, A., and Mocquot, P.: Treatment of In- 
juries of the Articulations in the Ambulance 
(Traitement des plaies articulaires dans les am- 
bulances). Rev. de chir., 1916, 1, 481. 


The evolution of wounds of the articulations 
varies from the greatest benignity to the utmost 
degree of gravity. Everything depends on infec- 
tion. Aseptic or practically aseptic wounds recover 
with the greatest facility; it is therefore very im- 
portant to be able to determine early the condition 
of the injury and to regulate the early surgical treat- 
ment accordingly. In the first few hours after 
injury it is very difficult to determine the even- 
tuality of infection; only in a gross way can one 
estimate the amount of substance from the ground, 
clothing, etc., carried into the wound by the pro- 
jectile, and the best evidence is drawn from the 
nature of the projectile itself. Experience has 
demonstrated that bullet wounds usually evolve 
as aseptic wounds. Irregular projectiles, shell, 
bomb, and grenade wounds are so frequently com- 
plicated by infection as to be considered almost 
fatal. The authors’ rule, therefore, in such wounds, 
however benign they may appear and no matter 
what the volume of the projectile may be, is to 
remove the projectile at once. 

In joint injuries in general the authors consider 
good drainage the prime necessity. In their inter- 
ventions they limit themselves proportionately to 
the estimated degree of infection and of osseous 
lesions. In simple penetrating wounds without 
osseous injury they made an arthrotomy more or 
less wide followed by drainage but sometimes with- 
out an actual drain. The dressing is simple. The 
articular fluid runs through the synovial opening 
for any time up to 36 hours and then the latter 
closes spontaneously. They have never completely 
closed the synovial breach by a suture. 

Simple fissure injuries are treated in the same 
way. If there are numerous bony particles, but 
limited in their area, they are extracted as well as 
the projectile when within reach. 

When the articular surfaces are severely damaged 
the authors resect, either partially or totally, the 
resection being typical or atypical according to 
the case. In these operations they endeavor to 


preserve the periosteum, which not only limits the 
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extent of the operation, but forms a barrier to infec- 
tion by protecting the intramuscular spaces. 

The most rigorous and minute asepsis is absolutely 
essential in all surgical procedures about a joint 
and if such are not assured no such operations 
should be attempted at the front. The thermo- 
cautery is freely used when the condition demands it 
to obtain a relative asepsis. 

Regarding anesthesia, for the upper limb, a gen- 
eral anesthetic is used, but for the articulation of 
the lower limb spinal injection of novocaine is 
found sufficient. In cases of extensive haemorrhage 
or in men weakened by infection or profoundly 
depressed by traumatic shock such local anesthetic 
may fail. 

After intervention the joint must be rigorously 
immobilized. The authors consider in detail the 
indications for amputations, etc., and describe a 
large number of cases illustrative of injuries of 
particular articulations which they fully discuss. 

W. A. BRENNAN. 


Thomas, J. L.: Emergency Amputations in Mili- 
tary Surgery, Simple Modification of Guillotine 
or Flapless Method of Amputation. Brit. M. 
J., 1916, ii, 481. 

Thomas suggests that instead of the celsus cir- 
cular amputations and the guillotine amputations, 
some method be used which will minimize the pain 
of stump dressings and preclude the necessity of a 
reamputation. He is convinced that if proper 
treatment of the septic amputation were carried 
out the circular methods would cease to be practiced. 
He recommends the following method: ‘Two 
lateral longitudinal incisions are made down to 
the bone on opposite sides of the point chosen for 
amputation and at the level of their distal ends a 
circular incision is made through the soft parts. 
The two flaps are then pulled up and the bone 
sawed through at a higher level. The flaps are then 
pulled down and the funnel-shaped cavity is packed 
with gauze wrung out of either Wright’s hypertonic 
salt solution or Dakin’s solution, the ends being 
allowed to project out through the lateral incisions 
and the flaps pulled together with strips of adhesive. 
Vessels are tied with catgut instead of silk and no 
rubber is used for drainage. A small tube may be 
inserted for the introduction of Dakin’s solution, 
but the author prefers Gray’s salt packs. 

W. A. Crark. 


Jennings, J. E.: Intrascapulothoracic Amputa- 
tion of the Upper Extremity; Report of a New 
and Improved Method. Bull. Dept. Public 
Charities, 1916, i, 36. 

Jennings describes and recommends a new tech- 
nique for the interscapulothoracic amputation of the 
upper extremity. 

Incision is begun over the junction of the middle 
and outer third of the clavicle downward and out- 
ward at right angles to the fibers of the pectoralis 
major to the midaxillary line; the pectoralis major 
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is cut across, the pectoralis minor cut close to the 
coracoid; the subclavian vessels are isolated and 
tied; the brachial plexus is injected with one per 
cent cocaine, and cut. The incision is carried in- 
ward along the line of the clavicle and the flap is 
dissected back. ‘The clavicle is cut at its middle 
third, and the incision is carried downward and back- 
ward around the shoulder to meet the anterior in- 
cision in the midaxillary line; the trapezius is cut; 
the rhomboid, teres minor, and latissimus dorsi 
are cut; and the skin is closed with silkworm-gut 
sutures, and a rubber drain is placed through the 
stab wound in the lower angle. R. G. Packarb. 


Tappeiner, F. H. von: New Experiments on the 
Question of Homoplastic Transplantation Ca- 
pacity of Epiphyseal and Joint Cartilage (Neue 
Experimente zur Frage der homoplastischen Trans- 
plantationsfaehigkeit des Epiphysenknorpels und 
des Gelenkknorpels). Arch. klin. Chir., 1916, 
Cvii, 479. 

Von Tappeiner has already made a number of 
experimental transplants of the metatarsal bones 
in dogs and published his results. He now publishes 
the details of 16 experimental homoplastic trahs- 
plantations of epiphyseal and joint cartilage of the 
radial head in rabbits. 

These experiments showed that transplanted 
epiphyseal cartilage almost always perishes and 
that homoplastic transplantation of epiphyseal 
cartilage does not appear to be a clinical reality. 
In joint cartilage transplants the cells in the lower 
layers decayed, and were replaced from the remain- 
ing living joint-cartilage cells. Arthritic changes 
occurred only in a relatively small degree. The 
transplantable capacity of joint cartilage is therefore 
clinically considerably greater than with epiphyseal 
cartilage; joint cartilage remains mostly alive and 
exercises its normal function. 

Animal experiments controlled constantly by 
roentgen and microscopical findings confirm this 
observation. Von Tappeiner found that in all 
transplants at least a few remnants of medullary 
tissue remained. From these and the medullary 
elements which with the connective tissues had 
entered from the mother soil in the transplant, 
resulted the building up of large medullary islands 
and connecting layers, all of which had normal 
ingredients. The bone tissue always perishes, 
disappearing in from two to three months. The 
dead bone substance is absorbed and succeeded by 
osteoid tissues, from which bone tissue arises, 
which replaces the old bone. The periosteum 
always remains living and retains its bone-forming 
capacity. W. A. BRENNAN. 


ORTHOPEDICS IN GENERAL 


Epstein, S.: Treatment of Flat-Foot in Old Pa- 
tients. 


The author calls attention to the differences 
between youth and senility in regard to the joints. 


Med, Rec., 1916, xc, 720. 
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In old age the cartilages begin to atrophy and there 
is less lubricant in the joints. Sprains and bruises, 
the effects of which in youth are scarcely noticed, 
cause much more trouble in senile conditions. 
Senile arthritis may affect any of the joints of the 
foot. In such cases pain is an early symptom and 
later there is bony thickening, creaking, limitation 
of motion, and tenderness. In such a condition it is 
useless to apply a rigid foot-plate without first 
preparing the foot by rest, with or without a plaster 
cast, dietetic régime, and analgesic measures. 
Older people much prefer soft felt pads to hard 
plates. Exercise in a foot-circumduction machine 
for fifteen-minute periods followed by massage is of 
much benefit. Bier’s hyperemia and dry baking are 
useful in relieving pain. Metatarsalgia which is 
very common in old people is best relieved by a felt 
pad strapped properly under and behind the ball 
of the foot. Plates are not well tolerated for this 
condition. Spurs on the os calcis do not always 
warrant operative procedures. The author is 
inclined to believe that many of them can be helped 
by baking. The small exostoses will lose their 
sensitiveness after a number of years, expecially if 
the patient can avoid hard city pavements. 
W. A. CLARK. 


Corbusier, H. D.: Observations and Experiments 
with Soldiers’ Feet. Mil. Surgeon, 1916, xxxix, 
518. 


A special study of the feet of the First Training 
Regiment was made both in camp and on the march, 
consisting in taking certain measurements and im- 
pressions, noting abnormalities of feet, legs, and 
posture. Many abnormalities and crippling con- 
ditions were discovered. The author advises that 
two or more months before going to camp a careful 
inspection of the feet should be made. If there 
are corns present, they call for a change in the 
shape of the shoe worn. Badly shaped toes, lapping 
over, hammer toes or “claw” toes should be cor- 
rected, not by a chiropodist but by an orthopedic or 
general surgeon. The same is true of ingrowing 
nails and bunions and any tender or inflamed spots 
on the feet. If the arches are painful or obliterated 
on standing, or if the foot assumes a valgus position 
during weight-bearing, treatment should be sought 
at once from one capable of dealing with these 
conditions. Rosert B. 


Ashley, D. D.: The Postfebrile Treatment of An- 
terior Poliomyelitis. N. Y. M. J., 1916, civ, 
725- 

Three points are emphasized by the author as 
follows: 

1. The folly of no treatment in the postfebrile 
stages, while the patient still has pain in the nerve 
and the muscles are exquisitely tender. 

2. The importance of early treatment to combat 
deformity. 

3. The harmful effect of too much treatment in 
all stages. 
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Immediately following the subsidence of the 
fever Ashley recommends support of the affected 
parts; i.e., to prevent stretching by weight of bed- 
clothes that would produce toe-drop; to prevent 
stretching of weak muscles and capsular ligaments 
and nerves by early sitting, standing, or assuming 
sprawling positions resulting in drop-shoulder and 
flail-joint, overextended knee or hand, flexed knee 
or thigh, crooked spine, pendulous abdomen, etc. 

This is the period of light diet, good nursing, warm 
dry packs, sheet baths, rest in bed, firm — not too 
hard and not sagging — support of paralyzed parts 
by non-constricting braces, plaster of Paris, sand 
bags, etc. There must be no massage, no elec- 
tricity, no muscle-training, no strychnine injections 
to irritate so long as there are pain and tenderness 
in the muscles. 

In severe paralysis, especially, the patient should 
be maintained in the horizontal or inclined position 
for six weeks or longer by means of the Bradford or 
Whitman frame. 

The author thinks that the disadvantages of 
recumbency have been exaggerated. 

In the convalescent stage seldom beginning before 
four to six weeks and lasting for six months to two 
years, he recommends proper braces, massage, heat, 
and muscle-training. The brace should support 
without constricting. The patients must be fre- 
quently observed. Massage should be given twice 
daily by the parent. Each treatment should last 
about five minutes. Hot baths, hot dry packs, 
woolen clothes, two pairs of stockings, no restricting 
garters, a flannel binder around the waist for pendu- 
lous abdomen are advisable. He recommends 
electrotherapy only as a placebo. 

Muscle-training in skilled hands is one of the best 
therapeutic agents known. 

Not until after two years should any serious sur- 
gical operation be attempted, such as tendon- or 
muscle-transplantation, nerve-grafting, astragalec- 
tomy, resection, arthrodesis, etc. Puitie Lewin. 


Fenner, E. D.: The Surgical Aspects of Infantile 
Paralysis. WN. Orl. M. & S. J., 1916, |xix, 284. 

In the stage of poliomyelitis which comes after 
the acute process the medical and surgical treat- 
ments overlap and it devolves upon the physician 
and the orthopedic surgeon to co-operate in the in- 
stitution of treatment which will restore all possible 
power to the affected muscles and prevent deform- 
ities resulting from the loss in balance of muscular 
tone. Massage, active and passive motion, and 
muscle training are the most valuable of these 
measures. Hydrotherapy, electricity, and strych- 
nine are of lesser, if not doubtful, value. The 
deformities are the result of gravity, the weight of 
the part itself, as in foot-drop; of adaptive shorten- 
ing of muscle as a result of constant assumption of 
one position; of stretching of the paralyzed muscles; 
of retarded development of the bones from trophic 
disturbance. ‘The ideal striven for in all treatment 
is a useful limb without brace support. The brace, 


cumbersome, unsightly, expensive, and always to 
be repaired, is to be used only as a last resort. Op- 
erative interference in cases over eight years old, 
as a rule, is the method of choice. The results are 
always better in the adolescent than in the young 
child, but one should not be so bound to a rule as 
to refuse, for instance, to do a tenotomy of the tendo 
achillis in cases of extreme contraction causing a 
bad equinus in even very young children. In 
some cases, stretching is sufficient; in others tenot- 
omy must be done. The more complicated opera- 
tion of tendon lengthening serves only the same pur- 
pose as tenotomy. Fixation of paralyzed tendons 
into the bone so that they act as guy ropes to pre- 
vent deformities, such.as valgus, varus, and 
equinus, is a valuable procedure. Silk ligaments 
for the same purpose are not to be wholly relied 
upon. Arthrodesis is one of the most reliable op- 
erations for improving a flail ankle, and excision of 
the astragalus serves admirably for correcting cal- 
caneus deformities. Tendon-transplantation, al- 
though it has not fulfilled all the expectations of 
enthusiastic pioneers in the method, is undoubtedly 
the operation of choice where a group of muscles on 
one side of a leg is paralyzed while those of the op- 
posite side are active. W. A. CrarK. 


Ducuing and Uteau: Shortening of the Healthy 
Femur in Certain Cases of Thigh Fractures 
with Extensive Shortening (Le raccourcisse- 
ment du femur sain dans certains cas de fractures 
de cuisse avec gross raccourcissement). Lyon chir., 
1916, xiii, 814. 

The authors point out that the various procedures 
in vogue in case of an excessively shortened limb 
after consolidation of a thigh fracture are unsatis- 
factory. ‘They contend, therefore, that in such 
cases where it is impossible to lengthen the injured 
limb that two limbs of equal length can be obtained 
by shortening the healthy limb. 

At first sight there appear many objections: risk 
of infection, osteitis, psuedo-arthritis, and even 
death. The authors discuss these objections and 
show that operations on the healthy limb are not 
accompanied by more danger than the procedures 
for lengthening the affected limb. In fact that 
shortening the healthy limb is more regular, easier, 
less dangerous, and gives much more sure and rapid 
results than can be expected from the other method. 
A transtrochanterian osteotomy does not usually 
lengthen a limb more than 2 or 3 cm. Ina shorten- 
ing operation the bone removed may be of the 
exact length desired. It must be evident that 
manipulation of a limb which has already been 
modified by traumatism is more exposed to danger, 
primary and secondary, than is the case in healthy 
unaltered tissues. Similar reasons will apply to 
the facility for a new regular operation as com- 
pared with that on already altered muscles, etc. 

The authors believe their method is indicated (1) 
in cases where there is great shortening by loss of 
osseous substances: (2) where shortening has been 
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insufficiently ameliorated by a first operation; (3) 
where there is great shortening by overriding of the 
osseous extremities; (4) shortening of any kind when 
accompanied with great lesions of the soft parts. 

The contra-indications to the method are: (1) 
vicious attitude of the affected limb (rotation, etc.); 
(2) other lesions of the affected limb which render 
its use impossible (paralysis, pseudo-arthrosis) ; 
(3) lesions of the healthy limb; (4) the condition 
of the patient. 
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The authors discuss their technique including 
the method of exact measurement of the shortening, 
the incisions (transcrural anterior route), section 
of the healthy femur, and subsequent treatment. 

The authors state that the interventions which 
they have made in several cases with this pro- 
cedure are excellent. They will later on publish 
these results; in the meantime they consider them- 
selves justified in recomending it to surgeons. 

W. A. BRENNAN. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Peckham, F. E.: Scoliosis: Etiology and Treat- 
ment. Am. J. Orth. Surg., 1916, xiv, 725. 


The author states that in the formation of scoliosis 
there must of necessity be a softening of the 
vertebral bodies and also a corresponding laxness 
of the ligaments and soft structures. He offers as 
causes of this softening and relaxation of the various 
structures the following: hypothyroidism, rachitis, 
infectious diseases, including auto-intoxications, 
rapid progress of adolescence. 

He recommends thorough, careful treatment of 
the underlying cause, plus exercise and mechanical 
treatment. He strongly advises putting the pa- 
tient face down on a curved frame with traction 
applied to head and feet. He claims putting the 
patient face down separates the vertebral bodies 
more than when the back is down. He thinks in an 
early case treatment of the etiologic cause is of more 
importance than the mechanical treatment. Early 
treatment is strongly recommended, and this can 
be instituted only when the public and profession 
are educated to an early recognition of the condition 
and cause. Pair Lewin. 


Cotton, F. J.: Fractures of the Transverse Pro- 
cesses of the Vertebra. IJntersi. M. J., 1916, 
xxiii, 138. 

The author reports 12 cases selected from the 
roentgen ray files, presumably of some hospital. 
In 6 of these there was history of trauma, but some 
of the fractures as shown in the plates appeared to 
be old ones. In the other 6, in which no history 
of trauma was obtained, the various plates showed 
old lesions, separation of transverse processes, 
smooth, rounded-off false joints and lumbar ribs. 
The suggestion is made that some of these appear- 
ances may be the result of incomplete ossification. 
The conclusion is drawn that anomalies in this re- 
gion are frequent and that roentgen plate findings 
of these conditions may be improperly interpreted 
as fractures. Real fractures may unite by fibrous 
union without persistent symptoms and be found 
in routine examination. One case is mentioned in 


which the patient collected some thousands of 
dollars damages for fractured transverse processes, 
the importance of which was overvalued. 

W. A. CLARK. 


Guilbaud, G.: Extraction of a Shrapnel Bullet 
Encrusted in the Antero-internal Face of the 
Third Lumbar Vertebra (Extraction sous écran 
d’une balle de shrapnell incrustée 4 la face antéro- 
interne de la IIle vertébre lombaire). Rev. gén. de 
clin. et de thérap., 1916, xxx, 584. 


In the case reported by the author radioscopy 
indicated the presence of a shrapnel bullet between 
the third and fourth lumbar vertebra. 

An incision was made parallel to the median line 
and under the guidance of the radioscopic screen 
extraction was attempted. Some bone fragments 
were found coming from the fourth transverse 
lumbar apophysis. A curette was delicately pushed 
until contact with the bullet was reached which was 
found lodged in the antero-external part of the 
body of the third lumbar vertebra and the bullet 
was extracted without difficulty. W. A. BRENNAN. 


Hosmer, A. J.: Postural Prophylaxis in Relation 
to Deformity. Colo. Med., 1916, xiii, 335. 


Many cases of paralysis, pronounced hopeless 
because the varieties of paralyses are not distin- 
guished, do present possibilities of cure. There 
are three classes of paralyses: permanent paralysis 
from complete degeneration of nerve-center, tem- 
porary paralysis from transitory disease of nerves - 
center, and temporary paralysis from non-use or 
overstretching of muscles involved. It is important 
to make this differential diagnosis. A muscle 
stretched long enough will cease to act although 
there may be no permanent organic change in the 
governing spinal cells. This muscle, relieved, will 
regain its power. Likewise if the lesion in the nerve 
is transitory, and the muscle has been relaxed or 
overstretched by gravity or habitual posture or 
opposing muscles, the muscle on account of its 
mechanical disadvantage will not perform its 
function of contracting until that mechanical dis- 
advantage is removed. Such is true in many 
cases of drop-wrist, where on account of the initial 
paralysis and shortening of the flexors, the ex- 
tensors are placed at a mechanical disadvantage 
and become impotent from non-use. Here the 
treatment is to begin by lengthening the flexors and 
shortening the extensors by correcting the position 
of the hand. 
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In poliomyelitis, the early treatment is rest — 

keeping the head and spinal column at rest, re- 
laxing the paralyzed muscles by keeping the foot 
at a right angle if the extensors are paralyzed, the 
knee extended if the quadriceps is affected, the hand 
dorsiflexed to prevent wrist-drop, and the foot 
everted when the peronei are paralyzed. Opera- 
tive procedure may be necessary in early cases to 
effect the posture for relaxation, as tenotomies or 
division of bands of fascia. Splints or appliances 
should be adjusted so that in walking the body 
weight is properly distributed. 
- In cases of permanent paralysis, Hosmer ad- 
vises either tendon-fixation, as for instance, in 
paralysis of the peronei, where a peroneus tendon is 
drawn taut and buried in the fibula, or arthrodesis 
in cases of flail-joints. 

The author reports two cases, one a wrist-drop 
that was rendered nearly as good as the other, after 
disuse for twenty-two years. The second case 
was a paralytic equinus, in which a wedge of bone 
was removed from the dorsum to permit relaxation 
of the peronei. A good result followed. 

RosBert G. PACKARD. 


SURGERY OF THE 


Pitres, A.: Waller’s Law and the Theory of the 
Trophism of Nerves (La loi de Waller et la théorie 
du trophisme des nerfs). J. de méd. de Bordeaux, 
1916, Ixxxvii, 231. 

Although it was previously known that when a 
nerve was sectioned its peripheral end became inex- 
citable, it was Waller who, after five years of 
laborious experimentations and observations, first 
formulated the law which bears his name and 
which is expressed in these terms: When the 
continuity of a nerve is interrupted in such a man- 
ner as to prevent its regeneration, the peripheral 
end, separated from its trophic center, degenerates, 
while its central end, still in touch with this center, 
remains normal. This law was based on four 
facts established experimentally by Waller: 

1. After the section of a peripheral nerve, sen- 
sory or motor, all the nerve-fibers of the peripheral 
segment suffered total degeneration, the central 
end remaining unaltered. 

2. When an anterior rachidian root was sectioned 
the peripheral segment of this root and the fibers 
of the corresponding peripheral nerves degenerated, 
the central end remaining intact. 

3. When a posterior root was sectioned the central 
segment of the sectioned root degenerated; the 
peripheral segment was unaltered. 

4. After undergoing degeneration fibers of sec- 
tioned nerves are susceptible of regeneration only 
from the intact central end. 

The Wallerian theory of trophism of nerves is 
based on the conception that the trophicity of 
nerves is governed by the cells in which they take 


Dupérfé, H.: Anatomoclinical Notes on Thirty 
Spinal Cord Injuries (Notes anatomo-cliniques 
sur 30 blessés de la moelle). Presse méd., 1916, 
p. 401. 

Thirty spinal cord injuries have been observed in 
the author’s ambulance service from September, 
1914, to January, 1916, being about 5 per cent of 
all injuries. The global mortality in these cases 
was 79 per cent. The prognosis, therefore, is very 
grave, and it is extremely grave in injuries in the 
dorsolumbar and dorsosuperior zones on account 
of the polyvisceral concomitant injuries. The 
prognosis is somewhat better in the cervical zone. 
Death usually ensues within a week of the injury, 
caused by infection arising in the projectile tract; 
meningomyelitis, ascending urinary infections, etc. 

The frequency and gravity of primary infective 
complications appear to authorize early surgical 
intervention. In any case in which a radiograph 
shows a possible compression by a projectile or by an 
osseous vertebral fragment, when the projectile 
tract can be opened and cleared it will tend to 
prevent infections and to diminish sphincteral and 
trophic disturbances. W. A. BRENNAN. 


NERVOUS SYSTEM 


their origin. Motor nerves arise from the anterior 
cornu of the medulla. The sensory nerves have 
= trophic center in the rachidian ganglionary 
cells. 

Waller’s law has been accepted as rigorously 
exact for more than half a century; nevertheless it 
cannot be considered infallible and several objec- 
tions have been set up: (1) It has been suggested 
that the peripheral end of a sectioned nerve does 
not necessarily degenerate; (2) that after section 
intact fibers will be found in the peripheral end 
and degenerate fibers in the central end; (3) after 
the amputation of a limb the part of a nerve remain- 
ing in connection with the medulla undergoes an 
ascending atrophy; (4) there are objections to the 
Wallerian idea that regeneration may be effected 
only from the central end. 

1. Regarding the first objection, Pitres says 
that in the very great number of nerve-sutures 
made during the present war there has not been 
cited a single example of rapid functional restora- 
tion susceptible of casting doubt on the generality 
of Waller’s law in so far as the degeneration of the 
peripheral end is concerned. 

2. The second objection, far from weakening 
Waller’s law, shows it to be well founded, since it 
proves that in a sectional nerve all the fibers sepa- 
rated from their trophic center degenerate, and that 
only those fibers escape degeneration which for 
some reason remain in direct continuity with their 
mother cells. 

3. Regarding the third, Pitres thinks that 
ascending atrophy has nothing in common with 
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Wallerian degeneracy, and that it is a_ biologic 
phenomenon due to loss of function. 

4. As to the fourth, the part of Waller’s law 
affirming that the fibers of the central end remain 
normal does not correspond strictly to reality. They 
do not habitually degenerate like those of the 
peripheral end; but they do not remain normal; 
there is usually an abnormally intense cellular 
chromatolysis; in some cases cells die and the 
fibers referred to them degenerate. 

In the second part of his article Pitres considers 
the extension of the doctrine of Wallerian trophism 
to the study of the pathology of the nerves, the 
muscles, and the nerve-centers. The general con- 
clusions, which are of clinical value, drawn from 
his study may be summarized: 

1. When any prolongation of a neurone is separ- 
ated from its mother cell, its distal segment, with 
reference to the cell degenerates; its proximal 
segment preserves its vitality. 


2. This rule implies that the fibers of a nerve 
which is sectioned or is interrupted in continuity 
by a destructive lesion necessarily degenerates 
distally and remains intact proximally. 

3. When a motor nerve degenerates, the muscles 
with which it is in agreement degenerate also, by 
loss of function with reaction of degeneration. 

4. Regeneration of the peripheral segment of an 
interrupted nerve results from neurofibrille orig- 
inating in the distal extremity of the central stump 
of the nerve. In the case of a motor nerve this 
may be accompanied by muscle regeneration. 

5. The nerve-fibers of the root region like the 
peripheral nerve-fibers degenerate when separated 
from their mother cells, and are not susceptible of 
regeneration. 

6. Quite apart from Wallerian degeneracy is the 
biologic degeneration due to cessation of function 
and nutrition and which is expressible in the axiom: 
the function governs the organ. W. A. BRENNAN. 


MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, 
ABSCESSES, ETC. 


Stone, W. S.: A Review of the History of Chemical 
Therapy in Cancer. Med. Rec. 1916, xc, 628. 


Since the beginning of the nineteenth century 
chemical caustics were an increasingly valuable 
resource of all the noted surgeons in cancer therapy 
until during the sixth and seventh decades they 
became a fair rival of the knife. In spite, however, 
of the success which had attended their use, they 
became less frequently applied by the skillful sur- 
geons during the last quarter of the century. Dur- 
ing the early years of the twentieth century their 
position in cancer therapy has become not unlike 
that described by Young over one hundred years 
ago: ‘Caustic applications were ushered in under 
the equivocal sanction of a nostrum, they were 
pursued as a nostrum, and then they were turned out 
as a nostrum.” In answer to the question if they 
have a field for use at the present time, the author 
reverts to the estimate of their value when pre- 
viously used and to the reason for their abandon- 
ment. Their value, he says, as compared with the 
operation by the knife was not satisfactorily de- 
fined. No statistical data of either method were 
available. 

After the use of the chemical caustics there is the 
evidence of competent observers that the interval 
before recurrences appeared was often long, and 
there is much reason to believe that cures were more 
frequent than after operations with the knife. The 
danger from poisoning was made a negligible fac- 
tor by the substitution of zinc chloride for arsenic. 
The author does not find that their value in the 
hands of competent surgeons was discredited, but 
the reason for their abandonment appeared to be in 


the new conception of the possibilities which 
scientific medicine furnished to the practical sur- 
geon during the closing years of the century. Patho- 
logical anatomy was making an early and exact 
diagnosis more available, the results of bacteriolog- 
ical research promised to make primary mortality a 
negligible factor and primary healing of the wound 
a definite certainty, thus encouraging the surgeon 
to believe that ultimately the development of his 
technique would preclude the necessity of using 
chemical methods which were less attractive and 
extremely difficult to apply. The result is that the 
“salvage” as expressed by Clark in regard to 
uterine cancer is greater, but, owing to our failure 
to increase appreciably the number of patients 
applying for treatment in the earliest stages of the 
disease, the primary mortality has markedly in- 
creased, operative sequelle are frequent, and 
recurrences are still discouragingly large. The 
availability of surgical skill sufficient to effect a 
reasonable salvage is extremely limited. 

The author concludes that the evidence of the 
value of chemical caustics is sufficiently strong to 
justify a new study of their technical application 
and a discussion of the kind of cases in which they 
may be most efficiently applied. In so doing they 
may afford a valuable adjunct to the use of the 
knife and become applicable to a number of well 
developed growths, the extirpation of which results 
in a high primary mortality and few, if any, cures. 

Regarding the educational propaganda of cancer, 
it seems to the author that the application of all 
reasonable methods of treating cancer will en- 
courage the public to seek early relief from com- 
petent physicians. The fear of an operation still 
remains an important reason for the frequent de- 
lays in asking for advice. 
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Grubbe, E. H.: One Hundred and Thirty-nine 
Cases of Skin Cancer Cured by X-Rays. Jnterst. 
M.J., 1916, xxiii, 149. 

Of 139 cases of skin cancer cured by X-rays 2 
have remained free from recurrence 14 years, 2 for 
15 years, 3 for 12 years, 2 for 11 years, 3 for 10 years, 
4 for 9 years, 3 for 8 years, 6 for 7 years, 8 for 6 
years, 14 for 5 years, 20 for 4 years, 20 for 3 years, 
25 for 2 years, 27 for1 year. Sixteen cases were lost 
from observation, some having died from inter- 
current disease. Although 500 cases have come 
under observation the author has confined this list 
to 155, where the roentgen rays were exclusively 
used. In regard to the selection of cases for treat- 
ment, he believes that when only those suitable for 
treatment are taken the results will be uniformly 
good. Attention is called to the fact that the 
roentgen rays possess a dual action and that it is 
possible to stimulate a growth, by not giving a 
sufficient dosage, and that in some _ instances 
failure results from the lack of vigorous treatment, 
although he has not found massive doses of high 
penetrating rays always necessary, in fact many of 
these superficial conditions can be healed by low 
radiation. In these cases, the area treated should 
extend well beyond the margin of the disease, and 
the exposure should be sufficient to produce a mild 
irritation, or even considerable soreness; when the 
reaction is pushed to this stage recurrence is not so 
likely to follow. The method being painless, non- 
confining, and non-disfiguring, makes it a safe method 
for the treatment of uncomplicated skin cancer. 

W. S. NEwcomet. 


Berkowitz, S.: Carcinomatous Degeneration of 
Sebaceous Cysts. Surg., Gynec. & Obst., 1916, 
xxiii, 469. 

Although several authors claim that sebaceous 
cysts rarely undergo carcinomatous degeneration, 
Seff and Berkowitz observed three such cases within 
twelve months. They summarize their report as 
follows: 

1. The origin of malignant changes in simple 
sebaceous cysts can readily be traced by a study of 
the embryology of the sebaceous glands. 

‘2. Malignant degeneration of sebaceous cysts 
may occur at any period of life. 

3. Local irritation is an important exciting factor 
in the malignant degeneration of a simple sebaceous 
cyst. 

4. Removal of all sebaceous cysts, and more 
especially of those which are exposed to local 
irritation, as on the scalp, is strongly advised. 

5. Removal becomes urgent in all sebaceous cysts 
which are rapidly increasing in size even if the local 
glands are not enlarged. 

6. All excised sebaceous cysts should be examined 
microscopically. 

7. Early and wide excision of the skin and sub- 
cutaneous tissue beyond the infiltrated or ulcerated 
edges of a sebaceous cyst which has undergone 
malignant degeneration affords a complete cure. 


BLOOD 


Williamson, C. S.: Influence of Age and Sex on 
Hemoglobin. Arch. Int. Med., 1916, xviii, 505. 


The author discusses the various methods for the 
determination of hemoglobin and presents a spectro- 
photometric analysis of 919 cases. He draws the 
following summary from his study and observations: 

The amount of hemoglobin in the blood of nor- 
mal persons varies greatly at different ages, and 
follows a well-defined curve. These age varia- 
tions are so great that in determining whether a 
given blood contains more or less haemoglobin than 
normal, it is imperative to consider the age. These 
variations are greatest from birth to the sixteenth 
year. Between the ages of 16 and 60 there is a 
marked difference between the two sexes, this dif- 
ference growing less after the sixtieth year. 

In view of these facts, it is evident that hamo- 
globinometers should be standardized in absolute 
terms, most conveniently in grams of hemoglobin 
per roo ccm. of blood. (Because of the superior 
accuracy attained, it is highly desirable that the 
standardization of hamoglobinometers should be 
spectrophotometrically controlled.) 

Whether or not a given blood contains a greater 
or less amount of hemoglobin than the normal can 
be determined only by a comparison of the absolute 
value obtained by a hemoglobinometer thus stand- 
ardized, with the normal value for that age and sex. 

GrorceE E. BEILry. 


Rowe, A. H.: The Albumin and Globulin Content 
of Human Blood Serum in Health, Syphilis, 
Pneumonia, and Certain Other Infections, 
with the Bearing of Globulin on the Wasser- 
mann Reaction. Arch. Int. Med., 1916, xviii, 
455- 


In spite of numerous results found in the lit- 
erature, the albumin and globulin content of serum 
in health and disease has been reinvestigated by 
the use of Robertson’s method, because of the 
simplicity and freedom from possible error of the 
new technique as compared with that of former 
methods. The small amount of serum used is 
another advantage and has made possible the use 
of two controls on each serum examined by the 
author. The results which can be obtained are 
uniform, especially if the author’s suggestions about 
the technique, which he states will soon be published, 
are followed and his automatic pipette is used to 
assure accuracy of measurements. 

During the last seven months a number of normal 
serums have been examined. The average results 
differ slightly from those obtained by Robertson’s 
method previously reported. ‘The total protein is 
lower than in the previous series, due to the fact 
that serums were taken, except in a few cases, from 
patients who were confined to bed as a result of a 
fracture or uncomplicated herniotomy, or from those 
who had been lying down for twenty-five or more 
minutes. The non-proteins are slightly higher, 
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while the percentage of globulin in the total protein 
is moderately increased. The last four serums were 
taken from the same person at different times 
throughout a period of six months. The values 
are quite uniform. 

A series of normal cases shows that serum al- 
bumin varies between 4.6 and 6.7 per cent, that 
globulin varies between 1.2 and 2.3 per cent, that 
total proteins vary between 6.5 and 8.2 per cent, 
that non-proteins vary between 1.1 and 1.3 per cent, 
while the percentage of globulin in the total protein 
varies from 16 to 32 per cent. The average value 
for albumin was found to be 5.6 per cent, for glob- 
ulin 1.9 per cent, for total protein 7.5 per cent, 
for non-protein 1.24 per cent, and for globulin 25.5 
per cent. 

The normal values for total protein, albumin, and 
globulin from the entire literature are given, while 
the literature on these proteins in health and 
disease as well as on methods of their estimation 
is summarized. 

The former use of the refractometer in medical 
research is discussed, while the error in Reiss’ 
method for the determination of total proteins is 
pointed out. It is shown that Robertson’s micro- 
refractometric method for the determination of 
total protein is free from evident error and for the 
estimation of albumin and globulin is the most 
satisfactory method yet proposed. 

In syphilis the globulin is definitely increased, 
while the total protein remains about normal. 

In pneumonia the globulin is increased more in 
relation to the total protein than in syphilis, while 
the total protein is reduced, due, probably, in large 
measure to a dilution of blood serum by water re- 
tention, which occurs in fever. 

In many chronic septic conditions, in mild in- 
fections and typhoid, the total protein is not de- 
creased, as it is in pneumonia. Globulin seems 
definitely increased in all infections, except in acute 
tonsillitis, typhoid, and in certain mild infections, 
such as chronic bronchitis. The marked dilution 
of serum which occurs with anasarca is shown in 
two cases of acute infection associated with acute 
nephritis, which were investigated. 

The evidence presented shows that the Wasser- 
mann reaction is not due to a quantitative increase 
in the serum globulins. GeorceE E. BEILBy. 


Moots, C. W.: Value of Blood-Pressure Observa- 
tions Made During Surgical Procedures. [n- 
terst. M. J., 1916, xxiii, 887. 

The ratio may be normal between the limits of 
40 and 60 per cent. If the case has vascular con- 
traction and rigidity, as shown by a high diastolic 
pressure, but has a compensating heart that is 
pushing the blood to the periphery, as shown by a 
corresponding rise in the systolic so that the pulse- 
pressure remains near the 50 per cent ratio to the 
diastolic, there need be no hesitancy in proceeding 
with a needed surgical operation. If, however, the 
pressure-ratio is low, say 20 per cent, and taking 
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into consideration the probable presence of acidosis 
or other toxemia, it is wise to offer a grave prognosis. 
On the other hand, if the pressure-ratio is greater 
than 80 per cent, the prognosis is at least equally 
grave, as one may look for little cardiac reserve 
force because of overwork already done so that 
slight shock becomes very grave. 

The following conclusions are given: 

1. The systolic pressure alone is of very slight, 
if any, value. 

2. The diastolic pressure alone is of much more 
value than the systolic alone. 

3. The pressure-ratio is the essential factor and 
offers the earliest danger signal. 

4. There are certain elements in technique which 
have a marked and constant effect upon the pres- 
sures. ‘These are as follows: 

(a) The physical or emotional state of the patient. 

(b) The position of the patient upon the table, the 
extreme Trendelenburg being the worst. 

(c) Overdosing by the anesthetist. 

(d) The amount of traumatism inflicted by the 
actual operation, such as cutting and tearing the 
tissues with scissors, the hands, and other dull in- 
struments; the packing of large gauze packs instead 
of rubber tissue into the abdominal cavity. 

(e) The preservation of the fluids of the body up to 
the hour of operation, this being necessary to main- 
tain the usual pressures. Epwarp L. CorNELL. 


Minot, G. R., and Lee, R. I.: The Blood-Platelets 
in Hemophilia. Arch. Int. Med., 1916, xviii, 474. 


The blood-platelets from two typical cases of 
hemophilia were studied, because in the course of 
some work on coagulation the authors were greatly 
impressed by the importance of the blood-platelets. 
Previous work showed that in typical hemophilia 
the formed elements were in essentially normal 
numbers. The calcium and fibrinogen content of 
the blood and thrombin in the serum was within 
normal limits. The antithrombin was normal or 
often slightly increased. The activity of the tissue . 
juice was probably normal. The prothrombin 
time was markedly delayed. These results agreed 
with the findings in the authors’ cases. 

The hemophilic blood-platelets were obtained 
directly from the blood and from various types of 
salted plasmas. When normal blood-platelets in 
about normal amounts were added to hemophilic 
plasma they caused it to coagulate in normal or 
nearly normal time. When hemophilic blood- 
platelets were added even in approximately seventy- 
five times as great a concentration as in normal blood 
though they definitely shortened the coagulation 
time, they never brought that time to anything 
approaching normal limits. 

By using the method of formation of thrombin 
described by Bordet and Delange, the blood-plate- 
lets required more time to form thrombin when de- 
rived from hemophilic than from normal blood. 
This is consistent with the reclotting phenomenon 
observed in hemophilic bloods. 
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Microscopically, under favorable conditions of 
thrombin, etc., hemophilic platelets undergo the 
usual transformation in apparently normal time. 
Under the most favorable conditions hamophilic 
platelets act nearly normally. On the other hand, 
in the case of oxalated plasma, recalcified by an 
amount of calcium that is not the optimum amount, 
wide discrepancies are seen in the clotting times 
when normal and hemophilic platelets are added. 

This evidence suggests, as does the fact that 
partial solution of the hemophilic platelets in water 
was usually more efficient than hemophilic plate- 
lets in suspension, that the delay in coagulation in 
hemophilia occurs in the initial step in coagulation, 
which seems to be a rendering of the platelets avail- 
able by some process like solution. 

The authors are inclined to present the theory 
that the active coagulating principle of the tissue 
juice is derived in part, if not wholly, from the 
blood-platelets. As evidence on this point they 
present the fact that in hemophilia with a normal 
number of abnormally resistant platelets they had a 
very abnormal coagulation time, but a normal bleed- 
ing time. In purpura hemorrhagica these con- 
ditions were just the opposite. The normal number 
of platelets, though few in number, were sufficient 
to form a little thrombin and clot fibrinogen in 
essentially normal time. The value of an excess 


of platelets seems to be to furnish the active coagula- 
ting principle of the tissue juice. 

On one of the hemophilic patients transfusion was 
performed with 600 ccm. of normal blood. The 
coagulation time before transfusion was from 60 


to 120 minutes. After transfusion it was seven 
minutes. A gradual lengthening of the coagulation 
time occurred for three days, when it was again 
60 minutes. Since about three days is generally 
assumed to be the length of life of the blood-plate- 
let, the authors’ actual clinical findings seem to 
corroborate the findings in vitro. 

They conclude with the statement that in hemo- 
philia they have a hereditary defect in the blood- 
platelets. This defect consists, they believe, of 
the slow availability of the platelets for the purposes 
of coagulation. Georce E. 


POISONS 


Colston, J. A. C.: Tetanus Following Gunshot 
Wounds. Bull. Johns Hopkins Hosp., 1916, 
XXvi, 294. 


The author comments upon the prevalence of 
tetanus in gunshot wounds in the European War, 
and he reports six cases in which the method of 
Meltzer and Auer was used. 

The series of cases is, the author states, of course 
too small to demonstrate the value of any method 
of treatment. The most striking result was ob- 
tained in Case 2, with the intraspinal administra- 
tion of magnesium sulphate. This method was 
first introduced after the experimental studies of 
Meltzer and Auer. Blake reported two cases in 
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which the procedure was used successfully. Miller 
reported another successful case and added a review 
of all cases treated by the method up to 1908. _ Falk 
reported favorable results in cases occurring during 
the Balkan War, but prefers the subcutaneous 
method of administration. Kocher emphasizes its . 
value in severe cases, the treatment serving to con- 
trol the tonic spasms until enough antibodies were 
produced to successfully combat the toxins. 

From the reports of those who have used the intra- 
spinal administration of magesium sulphate, it 
would seem that this treatment is of great value in 
cases in which a fatal outcome is to be feared from 
spasm of the glottis or from exhaustion; and it is 
with the hope that this method will be more generally 
used in properly selected cases of the disease that 
the author has reported these cases. 

GeorceE E, 


SURGICAL PATHOLOGY AND 
THERAPEUTICS 


Leste, F.: The Favorable Action of Cholinchloride 
in Scar Injuries and Scar Contractions (Die 
Guenstige Wirkung des Cholinchlorids bei Nar- 
benschaedigungen). Zentralbl. f.Chir. 1916, No. 43, 
841. 

The author tried out the action of cholinchloride 
suggested by Fraenkel in the treatment of scar con- 
traction or scar injuries. It is especially adapted to 
cases where the skin lies directly upon the bone, as 
over the tibia, olecranon, and condyles, where it is 
subject to traumas and where healing is so slow. 
It is also adapted to cases of scar contracture in the 
axilla, popliteal space, and in the elbow. If a scar 
over an exposed area is slightly traumatized an 
ulcer will frequently develop and healing may last 
two to three months and after a short period the 
same procedure may be repeated. 

The author employs the substance in a 5 per cent 
solution and injects 10 ccm. at a time. But it is 
not sufficient to inject the substance. It is just 
as important to employ other agents as Fraenkel 
has emphasized. Immediately after the injection 
the author applies heat over the site of the in- 
jection. One hour afterward the patient is given a 
hot air bath lasting one-half hour. This is followed 
by energetic massage of the scar and active and 
passive motion. This treatment is given three 
times daily. Meanwhile a thermophore or an ap- 
plication of a thick layer of cotton keeps the scar 
warm. After five to six days the injection is 
repeated and the same procedure followed as before. 

The following classes of cases were treated with 
this method: 

1. Scar contraction of skin adherent to muscles 
and tendons interfering with motility of the part. 

2. Scars in the axilla, elbow, and popliteal space, 
causing interference with flexion and extension. 

3. Scar adhesions to bony prominences, in the 
middle of which ulcers had formed. 

Especially in the latter class of cases are the in- 
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jections of cholinchloride indicated, as these cases 
are not benefited much by any other form of 
treatment. L. A. JUHNKE. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Berti, A.: Experimental Cholzmia; Action of the 
Bile on the Heart (Colemia sperimentale; azione 
della bile sul cuore). Gazz. d.osp. ed. clin., Milano, 
1916, xxxvii, 1236. 

Berti gives a résumé of previous experimental 
research work on the effects of the injection of bile 
in the circulation. He has made a number of ex- 
periments on dogs. 

As regards the heart Berti found that when the 
amount of bile injected in the blood circulation was 
relatively small the diastolic pressure as well as the 
arterial pressure quickly fell to a minimum, gradu- 
ally rising and returning to normal in from one-half 
to three-fourths of an hour; but if the injections are 
large, or quickly repeated then the cardiodiastolic 
and arterial pressure do not return to the normal 
until two or three hours after. 

According to Berti bile has a specially hypertonic 
action on the heart. Many other authors have 
reported an opposite finding. In recent experi- 
ments of Roccavilla injections of strong solutions of 
bile augmented the cardiac tone and excitability. 

The results obtained generally by Roccavilla, 
Braun, and Mager are in accordance with the 
findings of Berti, that while small doses of bile may 
be hypotonic for the myocardium and depress the 
contractile energy, concentrated solutions of bile 
are hypertonic for the heart and increase its activity. 

W. A. BRENNAN. 


Beeler, C., and Helmholz, H. F.: The Bacteriology 
of the Urine in Healthy Children and Those 
Suffering from Extra-urinary Infection. Am. 
J. Dis. Child., 1916, xii, 345. 

The problem of pyelocystitis in infancy and 
childhood has become more and more important as 
knowledge has increased as to the frequency of the 
infection and the possible serious consequences 
that it may entail. A few facts regarding pyelocys- 
titis have been pretty well established; namely, 
that the infection is very much more common in 
girls than in boys, that the infecting organism is 
more frequently the bacillus coli, and that the 
symptomatology of the condition is so indefinite 
as to make a diagnosis practically entirely depend- 
ent on the examination of the urine. 

Regarding the mode of infection there seems to 
be considerable difference of opinion. In practically 
all articles on the subject, three possible modes of 
infection are given: (1) ascending infection in the 
lumen of the urethra; (2) infection by way of the 
anastomosing lymphatics of the large intestines 
and urinary tract; (3) infection by way of the blood 
stream. 

In 118 specimens of carefully catheterized urine 
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from 61 different girls, 61 were sterile and 57 con- 
tained bacteria. Of those from normal infants, 
13 were sterile and 11 contained bacteria. Of 
those from extra-urinary infections in patients 
under two years of age, none were sterile and 24 
contained organisms. In those from girls over two 
years, 38 were sterile and 21 contained bacteria. 
The number of bacteria found in Series 1 was con- 
siderably larger than in Series 2. This may be 
explained, the author states, by the fact that in 
the older children one can cleanse the urethral orifice 
much easier than in the infant and introduce the 
catheter directly into the urethra. The bacterial 
flora was practically the same in both series, gram- 
positive cocci and diphtheroid organism predominat- 
ing, the former being present in practically every 
case in which any organisms were found. In no 
instance were gram-negative bacilli found in such 
numbers in both specimens that it seemed probable 
that it was more than an accidental contamination 
from the urethra. 

The author concludes from his study that organ- 
isms of the colon bacillus group are not normal 
inhabitants of the female urethra; in extra-urinary 
infections occurring in the first two years of life 
the colon group of bacilli are frequently found in 
the urethra (one-third of the cases); and in girls 
over two years of age the urine is almost free from 
organisms, and in the author’s series entirely free 
from bacilli of the colon group (18 normal, 12 other 
infections). GrorcE E. BEILBy. 


Aschner, B.: Diabetes Insipidus and Cerebral 
Centers. Berl. klin. Wehnschr., 1916, 
o. 28. 


From his study and consideration of recent re- 
searches on the relation of diabetes insipidus to 
alterations in the hypophysis, Aschner draws these 
conclusions: 

1. It has not yet been demonstrated with cer- 
tainty that the hypertensive action of pituitrin can 
be ascribed to the intermediate parts and not to the . 
nervous part. 

2. The same remark applies to diuretic action. 

3. It is certain that the pars intermedia has in 
substance nothing to do with adipose or albuminous 
changes, with arrest of growth, or with genital dis- 
turbance; such effects occur exclusively in the do- 
main of action of the anterior lobe of the hypophysis. 

4. The diuretic action of pituitrin, demonstrated 
unquestionably by experiments, is in opposition to 
the observations according to which polyuria is not 
favored but inhibited in diabetes insipidus. 

5. It is therefore logical to think of the participa- 
tion of a new factor, and this would be the ‘“ vegeta- 
tive center of the middle brain” as admitted by 
various authors. 

6. For such a vegetative center in the middle 
brain there apply: First, a series of facts already 
noted, such as the thermal center in the striated 
bodies, and Eckardt’s center for the regulation of 
water in the mammary bodies. Second, the 


“hypothalamic glycosuric puncture” described by 
Aschner and the phenomena observed following the 
mechanical or electrical excitation of the tuber 
cinereum; violent manifestations of pains; rarefac- 
tion of the pulse even to arrest of the heart, increased 
blood-pressure; contraction of the gravid uterus, of 
the bladder,-intestine, etc. Third, the sympathetic 
center in the tuber cinereum found by Aschner, by 
Karplus, and by Kreidl, which can be demonstrated 
by mydriasis and sudorific secretion in the cat. 

7. To the participation of this center of the inter- 
mediate brain in development, in metabolism, in- 
regulation of temperature and genital development, 
it is permissible to include not only diabetes in- 
sipidus but all the vegetative disturbances and per- 
haps even psychic conditions consequent to affec- 
tions of the cerebellum, of the hypophysis, and of 
the pineal gland. W. A. BRENNAN. 


Renton, J. M.: An Experimental Study of Extirpa- 
tion and Transplantation of the Thymus. 
Glasgow M. J., 1916, 1xxxvi, 14. 


The author notes that extirpation with or without 
subsequent transplantation has been widely used 
as a means of studying the ductless glands, and, in 
some of them, these methods have yielded valuable 
results, but so far, they have failed to give any 
very definite information as regards the function of 
the thymus. 

Removal of the thymus alone has been extensively 
carried out, but the results have been somewhat 
conflicting, and have varied in different hands, and 
according to the animal used. In some instances 
its removal has not produced any effect at all; and 
in others, where definite symptoms have been de- 
scribed, it has not appeared absolutely certain that 
these were really due to the loss of the thymus. 

In considering this subject it is necessary to re- 
member that one is dealing with an organ whose 
function tends to diminish after birth, and is, con- 
sequently, especially liable to undergo degeneration. 
Henderson has shown that castration causes a 
persistence of the thymus, and consequently it was 
decided to do the transplantation, in the first in- 
stance, in castrated animals. 

In guinea pigs the thymus lies high up in the neck, 
and its complete removal is easy, so that from an 
operative point of view they are very suitable. 

In the first three experiments, the testes were re- 
moved, the thymus completely taken out, and a 
piece of one lobe transplanted into the tunica vag- 
inalis. On examination from twenty to thirty 
days later no trace of the thymus was found. 

Two transplantations into the abdomen were next 
tried, but in one there was complete degeneration a 
week later, and in the other twenty-one days 
= there was only a minute rind of thymic tissue 
eft. 

The rectal sheath was next tried, and here suc- 
cessful transplantations were obtained. ‘The 


sheath was opened, and a space for the gland “ 
The 


below the muscle in the subperitoneal tissue. 
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gland was placed in this, and the muscle united over 
it. Great care is necessary so as not to open the 
peritoneum, which is very fine. It was found that 
if the peritoneum was opened the transplant tended 
to absorb. On the other hand, if it was not placed 
below the muscle in the subperitoneal tissue, it did 
not grow so well. 

From his study and experiments the author con- 
cludes as follows: 

1. In guinea-pigs, the thymus can be readily 
transplanted into the animal from which it was re- 
moved. 

2. In transplantations from one guinea pig to 
another healthy thymus tissue has been found up to 
fifty-three days after transplantation. 

3. The thymus is rapidly absorbed when trans- 
planted to the peritoneum (abdomen and tunica 
vaginalis) or under the skin, but grows in the sub- 
peritoneal tissue. 

4. No symptoms are caused by transplantation 
of the thymus. 

5. It has not been possible to determine whether 
the thymus transplant functionated even when it 
grew well. 

6. Total removal of the thymus does not cause 
any apparent symptoms in young guinea pigs and 
rabbits. Grorce E. Britny. 


Graham, A.: A Study of the Physiological Activity 
of Adenomata of the Thyroid Gland, in Rela- 
tion to Their Iodine Content, as Evidenced by 
Feeding Experiments on Tadpoles. J. Exp. 
Med., 1916, xxiv, 345. 


This study was undertaken to supplement that 
already done by Lenhart who carried out experi- 
ments along the same line as regards the thyroid 
but who used desiccated human canine, sheep, and 
ox thyroids with iodine determinations on each 
specimen. Since therefore it has been established 
that the action of non-tumorous thyroid on tadpoles 
is dependent upon the iodine content, Graham 
undertook this study to determine whether or not 
the so-called tumors (adenomata) of the thyroid, 
including carcinoma, had the same action as non- 
tumorous thyroid and whether this action corre- 
sponds to the iodine content of the tumors. Human 
thyroids were used in the experiments. Twenty- 
one specimens of desiccated thyroid were prepared 
from eighteen glands removed in Crile’s Clinic at the 
Lakeside Hospital. 

From a review of these experiments it seems 
evident that the so-called tumors (adenomata) of 
the thyroid possess the property of taking up iodine 
and metabolizing it into the active combination 
in the same way that the non-tumorous thyroid 
tissue does, although not so readily nor to the same 
degree, and the action on tadpoles of feeding 
desiccated tumorous thyroid tissue does not differ 
qualitatively from feeding desiccated non-tumorous 
thyroid tissue. The action in either case depends, 
the author states, upon the iodine (active iodine) 
content, and in the case of the adenomata bears no 
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constant relation to the state of their growth or 
differentiation. 

The author’s conclusions as to the effect of feeding 
desiccated thyroid to tadpoles agree in general with 
those of Lenhart. The action of the thyroid depends 
not upon a specific stimulus to differentiation but 
upon a stimulation of metabolism in general in 
proportion to the active iodine and the quantity 
consumed. High iodine contents produce rapid 
emaciation, at the same time resulting in differentia- 
tion even in tadpoles dying in eight to twelve days. 
Low iodine contents result in differentiation at an 
earlier period than the controls. ‘Tadpoles fed on 
thyroid with practically no iodine grow better than 
the controls; in this instance the thyroid acting 
simply as a food. 

Finally, the author points out the interest that 
the results of these experiments may have in con- 
nection with the question of function in tumor tissue. 
To those who hold that tumor lacks the capacity 
for physiological function, the adenomata of the 
thyroid could not be consistently regarded as tumors. 
To those who hold physiological function as a 
possible property of tumor tissue, the adenomata 
might be regarded as tumors. Future studies, the 
author states, might warrant a recognition of differ- 
ent grades or degrees of tumor. On this basis the 
foetal adenoma (very little differentiation) might 
represent a higher degree of tumor than the diffuse 
colloid or simple adenomatous thyroid in which the 
adenomatous nodules are present to a great extent 
throughout the whole gland and are well differen- 
tiated. The author believes it is certain that there 
are all grades and degrees of growth and differentia- 
tion in the life history of foetal adenomata of the 
thyroid, from the pure feetal, undifferentiated 
adenoma with little or no iodine to the simple or 
colloid adenoma, well differentiated, and with vary- 
ing amounts of iodine approaching that of normal 
thyroid. Georce E. 


Rogoff, J. M., and Marine, D.: Effect on Tadpoles 
of Feeding Thyroid Products Obtained by 
Alkaline Hydrolysis. J. Pharmacol. & Exp. 
Therap., 1916, ix, 57. 

In this report the authors have recorded the re- 
sults of the effects of the products of alkaline 
hydrolysis of the thyroid on tadpoles (larve of 
rana pipiens). The products were prepared from 
normal ox, normal sheep, and markedly hyperplastic 
lamb thyroids, after the very simple method in- 
troduced by Kendall. He has designated the prod- 
ucts as follows: (1) product A, (2) product B, 
(3) residue, and has described the pharmacological 
action of these products in man, dogs, and goats. 
Product A has the typical action of desiccated thy- 
roid of markedly accelerating metabolism. Prod- 
uct B, he found to have a specific action on the 
skin, changing a dry, scaly skin to a moist, normal 
condition, and also relieving certain subjective 
symptoms of myxcedema, as soreness of bones and 
joints and heat flashes. Basinger reported the 
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absence of any effect on the growth curve of thy- 
roidectomized (cretin) rabbits, from the use of prod- 
uct B, while product A had the characteristic 
accelerating action on metabolism noted by Kendall. 

Hydrolysis of whole thyroid after the method of 
Kendall concentrates the substance producing the 
characteristic metabolic effect of thyroid. Kendall 
designates this substance product A. ‘The iodine 
contents of the products the authors obtained were 
about six to seven times as high as those of the whole 
glands and the pharmacological activity approx- 
imately twelve times as great. The activity of 
product A is proportional to the iodine content. 
Product A does not produce symptoms of poisoning 
in guinea pigs when introduced intraperitoneally. 

It has long been known that the activity of whole 
thyroid is, in general, proportional to its iodine con- 
tent and also that iodine-free thyroid is inactive, 
and the authors have shown that an iodine-free 
product A is also inactive. Attempts to activate 
it by artificial iodization were negative. Product 
B and the residue, although they contain iodine, are 
apparently inactive. The slight loss of weight of 
the tadpoles noted in most of the experiments might 
be due, the authors think, to incomplete hydrolysis 
or to incomplete separation of product A, inasmuch 
as the method is a crude one. This method of hy- 
drolysis has afforded an additional means of estab- 
lishing the fact that the thyroid normally contains 
both active and inactive iodine in varying amounts. 
The authors’ experiments confirm the statements of 
Morse and of Lenhart that ‘“‘iodalbin” has a thy- 
roid-like action on tadpoles, but this action takes 
place more slowly. Georce E. 


Marine, D., and Rogoff, J. M.: How Rapidly Does 
the Intact Thyroid Gland Elaborate Its Specific 
Iodine Containing Hormone? J. Pharmacol. 
& Exp. Therap., 1916, ix, 1. 

The authors’ purpose in this paper was to record 
the results obtained from the feeding of a series of 
thyroids and their controls to tadpoles. The thy- - 
roid material was obtained from dogs, and the re- 
sults were as follows: 

Following the injection of 50 mg. of iodine into 
the circulation definite histological changes (al- 
ways involutionary) can be detected within twenty 
hours in favorable cases. The more marked the 
hyperplasia, the more readily they are detected. 
Definite differences in the pharmacological activity 
of control and iodized thyroid lobes can be detected 
as early as the eighth hour. This difference becomes 
well marked by the twentieth hour. These facts in- 
dicate that morphological changes are closely relat- 
ed in time and are dependent upon the elaboration of 
the iodine containing hormone and that the generally 
held view that involutionary changes in the gland 
are the results of a decrease in functional activity 
of the thyroid cells and a storage and an increase of 
the pharmacologically active principle — the iodine 
containing hormone — in the gland is essentially 
correct. 
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The storage of iodine in the thyroid from salts 
of this element is practically instantaneous, while the 
elaboration of the hormone is slow. Comparisons 
with the rate of formation of other physiologically 
necessary substances of a comparable nature are 
at present not possible. In the case of the supra- 
renal gland recent evidence suggests that epinephrin 
is probably formed more rapidly. 

Whatever the rate of formation of the active sub- 
stances of other ductless glands may be, it is prob- 
able that in the case of the thyroid it is relatively 
slow, since after thirty hours only a small fraction 
of the iodine taken up in as many seconds is trans- 
formed into the specific hormone. 

Variations in the rate of formation of the active 
substance when taken in connection with the normal 
occurrence of iodine in the thyroid in both an active 
and an inactive form suggests the physiological im- 
portance of the mother substance with which the 
iodine is combined and the value to further work in 
the fields of physiology and pathology of the thyroid 
which a definite knowledge of its chemistry might 
have. GeorceE E. BEILBy. 


Macht, D. I.: Action of Opium Alkaloids on the 
J. Pharmacol. & Exp. 


Ducts of the Testis. 
Therap., 1916, ix, 121. 


While engaged in the study of the action of various 
drugs on the ureter, the author’s attention was 
recently directed to the behavior toward drugs of 
the organ most closely resembling the ureter in 
anatomical structure—the vas deferens. Ac- 
cordingly he carried out a series of experiments as to 
the effect of various pharmacological agents on that 
organ. Although his work is incomplete he has 
deemed it advisable to report at once the present 
status of his observations of the action on various 
seminal ducts, namely, the vas deferens, the ejacula- 
tory ducts, and the seminal vesicles, of a group of 
all.aioids, which have hitherto not been studied in 
this connection — the opium alkaloids. 

Macht believes that the exact mechanism of 
seminal discharge is still not quite settled, and on 
the other hand he believes that it has been sufficient- 
ly proved that the passage of spermatozoa from the 
seminal tubules to the epididymis is due to the vis 
a tergo produced by increased glandular activity of 
the testes and constant formation of new sperma- 
tozoa. The discharge of the fluid from the epididy- 
mis onward, on the other hand, he states, is a 
muscular act, which begins probably in the vasa 
efferentia and the canal of the epididymis and sweeps 
along the powerful muscular walls of the vasa def- 
erentia in the form of a series of peristaltic waves. 
The seminal vesicles at the time of orgasm also 
contract and the mixed liquid and spermatozoa 
are poured through the ejaculatory ducts into the 
prostatic portion of the urethra, from which, Macht 
states, it will be seen that the action of morphine 
and papaverine just described is of practical in- 
terest. The stimulating action of morphine on the 
spermatic ducts, he states, certainly agrees with the 
well-known fact that sexual excitement and seminal 
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discharges are commonly met with in cases of 
morphinism or the morphine habit. On the other 
hand, he believes that the tonus-lowering and seda- 
tive effect of papaverine and of total opium alka- 
loids, would indicate their use as a sedative in 
hyperexcitable conditions of those organs, and in the 
case of testicular ducts as in the case of the ureter, 
the intestine, the bladder, and other organs, a care- 
ful pharmacodynamic analysis of the action of the 
various opium alkaloids leads to a more rational 
employment of them for therapeutic purposes. 
From his study and experiments the author be- 
lieves that the effect of morphine and the phenan- 
threne group of opium alkaloids is to increase the 
tonus and contractions of the vas deferens, seminal 
vesicles, and ejaculatory ducts, and the effect of 
papaverine and the isoquinoline group of opium 
alkaloids is to decrease the tonus and inhibit the 
contractions of these organs. In the effect of total 
opium alkaloids, he states, the narcotine and papa- 
verine effects on smooth muscle predominate. 
These observations seem to him to hold good in the 
intact animal as well as on excised organs, and are of 
some practical interest. Grorcr E, Berey. 


Waddell, J. A.: The Pharmacology of the Seminal 
Vesicles. J. Pharmacol. & Exp. Therap., 1916, ix, 
113. 

Waddell has recently pointed out that there is an 
almost entire absence of pharmacological data rela- 
tive to the vas deferens. In this paper are re- 
ported experimental data obtained from excised 
seminal vesicles of rats and guinea pigs, suspended 
in a physiological saline solution. Only the 
longitudinal muscle of the former species was ex- 
amined, but both the circular and the longitudinal 
of the latter. The drugs employed were epineph- 
rine, ergot, nicotine, hydrastis, pilocarpine, arecoline, 
atropine, and barium chloride. 

In all cases the organ was removed under com- 
plete chloroform anesthesia. The whole vesicle 
was used in the case of the rats, while a portion of 
one about 2 cm. in length was used in that of the 
guinea pigs. The tissue was transferred immedi- 
ately from the anesthetized animal to an oxygenated 
bath of Tyrode’s or Ringer’s solution at body 
temperature. 

The freshly excised seminal vesicles of the rat 
and the guinea pig exhibited rhythmic contractions 
when suspended in oxygenated Ringer’s or Tyrode’s 
solution at body temperature. 

The seminal vesicles of the rat and guinea pig 
exhibited increase in tone and rhythmic contrac- 
tions on application of epinephrine, ergot, hydrastis, 
nicotine, pilocarpine, arecoline, and barium chloride. 

Atropine antagonized the effects produced by 
nicotine, pilocarpine and arecoline on the seminal 
vesicles of these animals. 

From the above experimental data, it would be 
concluded that the seminal vesicles of the raf. and 
the guinea pig possess a motor parasympathetic as 
well as a motor sympathetic innervation. 

E. BEILBy. 
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Foster, C. S., and Kahn, M.: A Study of the Tests 
of Liver Function. J. Lab. & Clin. Med., 1916, 
ii, 25. 

The author enumerates the various functions of 
the liver as follows: 

1. Secretion of bile. 

2. Relation to carbohydrate metabolism: (a) 
glycogen formation. 

3. Relation to nitrogen metabolism: (a) formation 
of urea. 

4. Detoxification of function: (a) formation of 
the conjugate sulphates and glycuronates; (b) with- 
holding of toxins and poisons. 

5. The decomposition of the erythrocytes. 

6. The formation of fibrinogen. 

7. The formation of antithrombin. 

The methods for the study of these functions 
are several and the following tests were employed 
by the authors in testing the various functions: 

1. A study of the carbohydrate tolerance of the 
liver, which includes the tests of general carbohy- 
drate metabolism; tests of tolerance for special 
carbohydrates, for example, Bauer’s galactose test, 
Strauss’s levulose test, etc. 

2. A study of the nitrogen excretion in the urine, 
including the urea, amino, and ammonia nitrogen 
fractions. 

3. The urobilinogen excretion in the urine, which 
von Jaksch considered significant of liver disease. 

4. Analysis of the fibrinogen of the blood, which 
was found to disappear from the blood after liver 
extirpation. 

5. A study of lipase and fibrinolytic ferments of 
the blood. 

6. The phenoltetrachlorphthalein test. 

1. Carbohydrate tests of hepatic function: (a) 
Bauer tested the liver function by administering to 
the patient 30 grams of galactose. The urine was 
then analyzed for galactose. If present, the liver 
is not functionating properly. (6) Strauss used 
another carbohydrate —levulose — for this test. 
He administered 100 gm. of this substance per os and 
then analyzed the urine for levulose by Salmanofi’s 
reaction. 

2. Study of the nitrogen metabolism. It is 
well known that the liver plays an important rdéle 
in the protein metabolism of the animal organism. 
Disturbances of liver function will induce deviation 
from the normal of the nitrogen metabolism. 
Rowntree, Marshall, and Chesney have found a 
low percentage of urea and a high percentage of 
amino acids and ammonia in the urine of patients 
suffering from hepatic involvement. It is known 
that in eclampsia, with liver necrosis, there is 
always a high ammonia coefficient. 

3. Study of the urobilinogen excretion. Von 
Jaksch thought that the presence of urobilinogen in 
the urine was indicative of hepatic disease. The 
studies of Wilbur and Addis have definitely demon- 
strated that such is not the case. The urobilinogen 
is tested for by Ehrlich’s para-dimethyl-amino- 
banzaldehyde. 
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4. The determination of the fibrinogen content 
of the blood (Whipple) and of the fibrino ferment of 
the blood (Goodpasture) were found to: be valuable 
by Rowntree, Marshall and Chesney. 

5. The determination of the lipase of the blood, 
as recommended by Loevenhart, has not proved of 
any distinct value. 

6. The phenoltetrachlorphthalein test. In 1909, 
Abel and Rowntree conducted pharmacological 
experiments on animals with phenoltetrachlor- 
phthalein, which was synthetized by Professor Orn- 
dorff of Cornell University. They found that this 
substance, when injected intravenously, was ex- 
creted in the bile. At the suggestion of Rowntree, 
Whipple, Mason, and Peightal studied the excretion 
of this substance in the bile when the liver was sub- 
jected to artificial lesions. They found that in dogs 
which had been poisoned by phosphorus, for example, 
the excretion of the phthalein was_ interfered 
with. It was then that Rowntree, Marshall and 
Chesney applied the tests clinically and obtained 
rather encouraging results. 

An objection to the study of the function of any 
organ as an index of disease is that it is perhaps 
possible for the healthy part of the diseased organ 
to compensate and assume the work of the whole 
gland, in which condition of course the furfctional 
output of the organ may be normal and would be 
no index of the pathological anatomy of the organ, 
and only marked destructive changes would leave 
their impress on the functional activity of the organ. 
It has been the authors’ experience, however, that 
disturbances in the structure of the liver go hand 
in hand with disturbances of function. This 
question is now being more fully investigated, and 
the authors hope in the near future to make a more 
extensive report. GrorcE E. BEILBy. 


Pentimalli, F.: Lesions of the Tissues as Factors 
in the Development of Experimental Tumors 
(Lesioni dei tessuti come fattori di svilluppo dei 
tumori sperimentali). Sperimentale, 1916, |xx, 337. 


Pentimalli has made a number of experiments 
following the example of Rous and others who 
produced sarcomatous tumors experimentally by 
the injection of sarcomatous filtrate into the pec- 
toral muscle, etc. Pentimalli’s experiments were 
made on chickens. The material used was the dried 
sarcoma of Rous suspended in Ringer fluid and 
injected in the circulatory system of the animals. 
In the injected animals a lesion by means of the 
thermo-cautery had been previously produced in 
the liver, spleen, kidney, pectoral muscle, or other 
organ. 

1. The results obtained from 5 experiments 
showed that the inoculation of sarcomatous virus 
of chickens into the circulatory system of these 
animals produced development of tumor electively 
in the position where an alteration of the tissues was 
due to a previous lesion. 

2. The tumor thus produced in every case is a 
fusocellular sarcoma, even when an epithelial organ 
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(liver, skin) has been injured. This demonstrates 
that of all histologic elements proliferating after a 
lesion, epithelial elements are not capable of resist- 
ing the abnormal stimulus of sarcomatous virus, 
which act indifferently on mesenchymal and 
mesodermal cells. 

3. Tumors thus produced are demonstrably true 
tumors, not only on account of their histologic 
structure but also by the biologic proof of their 
transplantability into other animals. 

4. From these experiments it seems that it may be 
admitted also that there is a period in which the 
elements of various organs capable of being affected 
by the action of the virus do not equally resist this 
action. ‘Thus while from the young cells of the 
subcutaneous tissue a tumor is developed even 
when the virus is brought in contact with them after 
six days, the connective tissue elements of the 
liver after this time and even after four days do 
not give origin to a tumor. W. A. BRENNAN. 


Lambert, R. A.: Technique of Cultivating Human 
Tissues in Vitro. J. Exp. Med., 1916, xxiv, 367. 


The author, for the purpose of cultivation of hu- 
man tissue in vitro, prepared a medium by mixing a 
small quantity of chick plasma with a considerably 
larger quantity of human serum. In this mediuin 
liquefaction of tissues did not occur. The tissues 
removed at autopsy several hours after death were 
cultivated, the preparations showing in some in- 
stances a very active growth of connective-tissue 


cells. They did not find it necessary to make 


transfers to fresh plasma oftener than every five 
days. 

From his experiments the author found that 
unmodified human plasma is not a satisfactory 
culture medium for human tissues, owing to the 
susceptibility of human fibrin to digestion by tissue 
ferments. The necessary framework is thus de- 
stroyed before the cells begin to migrate. The 
difficulty can be overcome, he states, by adding to 
human plasma or serum a small quantity of fowl or 
pigeon plasma, the fibrin of which is highly resistant 
to digestion. Human tissues have been propagated 
in this medium for several months through sub- 
cultures, and growth in vitro can probably be main- 
tained indefinitely, he believes. 

Human tissues show no greater sensitiveness to 
changes in temperature and mechanical injury as- 
sociated with preparation of cultures than those 
of lower animals. They may be preserved in an 
ordinary ice box at 10 to 15° C. as long as six or 
eight days. Tissues obtained at operation give 
best results, but pieces of organs removed at au- 
topsy one to four hours after death sometimes 
show active growth. 

The presence of normally existing iso-antibodies 
(agglutinins and hemolysins) in human serum is 
without influence on the growth of human tissues 
in vitro, and autogenous serum has no advantage in 
tissue cultures over homologous serum, in the opinion 
of the author. Gerorce E. 


Pottenger, J. E.: Some Technical Difficulties In- 
volved in the Comparison of the Diazo and 
Urochromogen Tests. J. Lab. & Clin. Med., 
1916, ii, 37. 

The remarkable sensitiveness of the urochromogen 
reaction as compared with the diazo reaction, re- 
ported by some workers, the author states is due in 
large part to failure to exclude the normal transient 
reactions found in normal urines and to a hesitancy 
in recording slight diazo reactions. 

The urochromogen is somewhat more sensitive 
than the diazo if the pink foam alone is considered 
in determining the presence of the latter; it is 
equally sensitive to the diazo if compared with all 
reddish reactions in the solution of the latter, and 
less sensitive than the diazo if all questionable 
reddish solution reactions and those with deep brown 
foam are added to the latter. 

The difference in color tone and permanency of 
reactions affected by various proportions of reagent 
and urine in performing the urochromogen test 
makes it imperative that the test be standardized. 

The diazo reaction, if studied carefully as to color 
tone of both foam and solution, will give consid- 
erably more information than the urochromogen 
gives. 

In view of the prevailing confusion in the matter 
of technique, the author states, it seems too early 
to draw conclusions as to the relative prognostic 
values of the two reactions. Georce E. BEILBy. 


RADIOLOGY 


McRae, J. D.: X-Rays and the Living Cell. J. 
Fla. M. Ass., 1916, iii, 109. 

The author reviews briefly the knowledge which 
physicists have obtained of the X-rays, and also 
mentions the changes which are produced on the 
various tissues by varying exposures to the roentgen 
rays. Some original work was done with various 
garden seeds. Dry seeds were first exposed to the 
rays for one hour, and it was found that when these 
were planted, the behavior of both the treated seeds 
and the control seeds was the same; i.e., the time of 
germination and vigor of both was identical. How- 
ever, after permitting the seeds to germinate and 
then exposing them to the action of the rays, it 
was found that the treated seeds germinated much 
earlier than the controls. In this way, it was dem- 
onstrated that a certain amount of exposure to the 
ray produces stimulation. 

This stimulating action of the ray on normal cells 
was further demonstrated by the treatment of a 
fundus-like mass on the forearm. Here the malig- 
nant cells were destroyed, and there was very evi- 
dent stimulation to the growth of the normal cells. 

The author refers to the experiments on the larve 
of beetles and other insects. The several theories 
which have been propounded to explain the cause 
of the changes produced by radiation are given, 
but no new explanation is advanced. 

W. A. Evans. 
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Quimby, W. A.: Roentgen Ray Therapeutics. 
N. Y. M.J., 1916, civ, 682. 


The author advances the theory that a considerable 
amount of the therapeutic effect from X-radiation 
is brought about through a leucocytosis, local and 
general, the result of such radiation. The local 
leucocytosis is the natural result of irritation and is 
increased by a dilatation of the blood-vessels which 
is in turn due to a direct action of the X-ray upon 
the nerve-endings. The general leucocytosis is a 
constitutional manifestation of a local reaction and 
is further stimulated by toxic waste products 
engendered through disintegration of diseased tissue. 
The favorable effect observed upon secondary 
malignant growths when radiation is applied to 
the primary growth only, is no doubt due to this 
general leucocytosis. 

The author believes that X-rays affect the human 
organism by producing chemical changes in the 
molecules of the body cells. Under ordinary 
conditions the application of X-rays produces no 
sensation. If currents of very high voltage are used 
in the production of the rays, the patient experiences 
a sensation of warmth and exhilaration and may 
even perspire freely, these effects being due to a rise 
in blood-pressure. If relatively low voltage currents 
are used, the blood-pressure falls and a tendency 
to drowsiness occurs. 

The authors have used for many years tubes 
demanding 80,000 to 100,000 volts to actuate them. 
This places the patient in an electrostatic field 
which extends for several feet around the tube. 
One result of this method of treatment is that 
enormous doses of X-rays can be given without 
filtration and without injury to the skin. A great 
portion of the danger from burns both to the 
operator and to the patient can be eliminated by 
maintaining a field of very high tension current 
surging around the tube. Prolonged exposures 
continuing day after day for months have been 
given by this method without producing dermatitis. 
Where large doses of X-rays are being administered 
it is wise to pay careful attention to the excretory 
functions, keeping the bowels open, etc. High 
tension electrical applications, massage, and light 
baths are often useful agents and have several 
times promptly controlled what appeared to be 
dangerous X-ray reactions. Bathing the exposed 
parts in the alkaline lotion suggested by Dodd of 
Boston is also sometimes of benefit. G. W. Grier. 


Blumenthal, F.: The Biological Effect of Roentgen 
Rays on Mice (Ueber die biologische Wirkung 
der Roentgenstrahlen auf Maeuse). Deutsche med. 
Wehnschr., 1916, xlii, 1184. 


From his experimental researches Blumenthal 
finds that in the use of hard rays, as applied at the 
present time in deep ray treatments, with relatively 
small doses an enormous damage is caused to the 
organism of the mouse, so that death results in a 
short time. Unfiltered rays of a high degree of 


hardness act even more destructively upon the 
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mouse organism than rays of a lower degree of 
hardness. 

In the application of different ray spectra of 
equal degrees of hardness, the action of that par- 
ticular spectrum which contains a larger amount of 
hard rays is stronger. The hardening of a spectrum 
in one and the same tube by filtration of different 
thicknesses is found to cause an increase of the 
harmful action of the rays in proportion to the degree 
of hardness of the rays. If this hardening over- 
steps a certain limit, a further increase of the harm- 
ful action of the roentgen rays does not occur; on the 
contrary, a diminution is observed in the action of 
the rays upon the mouse organism. This is ex- 
plainable by the fact that the rays have become so 
penetrating that only a slight part of them are 
absorbed, and consequently there is a slighter total 
effect on the organism. Doses which are sufficient 
to kill a mouse in a short time are somewhat smaller 
than the doses which are usually employed in one 
sitting in the deep treatment of a human subject. 
Of course it is not possible to compare animal 
experiments with the therapeutical ray treatment of 
the human subject. The fact that the entire 
organism of the mouse is exposed to the action of the 
rays, whereas in therapeutic practice only small 
parts of the human body are exposed, changes the 
whole situation. 

Moreover, even in the employment of larger 
filter-strengths and harder tubes, absorption is 
effected only in the upper layers in the human sub- 
ject; whereas in the mouse they reach the vital or- 
gans. The endeavor to attain still harder rays will 
finally reach such a point that it will necessitate 
much greater care in the treatment of patients, be- 
cause even now it is occasionally evident with larger 
dosage, especially in the deep treatment, that there 
is an appearance of general toxic disturbance and 
frequent cachexia. This up to a certain degree 
is probably referable to the harmful action of the 
rays. W. A. BRENNAN. 


Cook, P. H.: Roentgentherapy in Hypertrophy of 
the Thymus Gland. Boston M. & S. J., 1916, 
clxxv, 483. 


After fully discussing the anatomic and physi- 
ologic changes that take place in the development 
of the human being during the developmental stages 
and contrasting them with the changes that take 
place in animals where the gland is artificially 
altered, Cook calls attention to the fact that the 
roentgentherapist should be especially successful 
in the treatment of pathologic conditions in this 
organ as the rays naturally would cause an artificial 
atrophy of similar glandular structures. While 
the symptoms produced from an enlarged thymus 
were recognized by physicians early in the last cen- 
tury, it was not until a few decades ago that recom- 
mendations were made for relief. They depended 
upon some surgical procedure for either the partial 
or total removal of the gland, which necessarily 
was of a grave nature. Before considering treat- 
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ment a positive diagnosis should be made and to 
aid, a good roentgenogram is of utmost value in 
confirming other methods of physical diagnosis. 
When it is considered that in a young infant the 
“critical space of Grawitz”’ is less than 2 cm. in 
diameter the difficulties are easily realized, and too 
much dependence must not be placed upon them: 
they must co-ordinate with the symptoms which 
are more or less typical. The various surgical pro- 
cedures having had a rather high mortality de- 
terred many from taking advantage of these 
methods, this naturally gave rise to the introduction 
of roentgentheraphy. Its success has been empha- 
sized by the remark of acelebrated French surgeon: 
“For over a year I have not’ had a thymectomy 
and have not yet been disappointed in radio- 
therapy.” The only argument left in favor of 
some surgical procedure is the immediate relief 
afforded the patient. However, cases have been 


recorded where symptoms were relieved three and’ 


one-half hours after the application of the roentgen 
rays, furthermore there are many other reasons that 
appear to favor the roentgen rays. Lange hastersely 
stated them in the conclusions of his article upon 
this subject: 

1. Roentgen irradiation of the thymus produces 
artificial involution of the gland. 

2. Roentgen theraphy is the method of choice in 
cases of enlarged thymus in children, whether the 
symptoms be mild or urgent. 

3. Urgent cases should receive repeated massive 
doses. 

4. Recurrences due to regeneration of the gland 

are to be watched and controlled by further treat- 
ment. 
5. Children whose physical or mental develop- 
ment is retarded should, if suspicion is directed 
toward the thymus, receive tentative roentgen ray 
treatment even though a positive diagnosis cannot 
be established. 

6. Roentgen ray therapy as a precautionary 
measure, or pre-operative treatment, may enable 
children of the so-called lymphatic type to withstand 
intercurrent disease or anesthetics, which would 
otherwise prove fatal. 

7. Pre-operative exposure of older children and 
adults, where there is a suspicion of enlarged thymus, 
might lessen operative mortality. 

8. Routine pre-operative roentgen ray treat- 
ment in the cases of hyperthyroidism should be 
resorted to with a view to lessening the operative 
mortality. 

9. Roentgen ray exposure of the thymus gland 
has been proved harmless, whether in normal or 
abnormal individuals. A therapeutic test with the 
roentgen rays is therefore always permissible. 

The author reports three cases. ‘The relief af- 
forded in these cases cannot be questioned. Lin- 
coln in his discussion reviews the question from the 
standpoint of types and anaphylaxis, pointing out 
that certain foods or food products brought into the 
system of certain individuals will produce certain 


complex symptoms, such as asthma, while in others 
certain disturbances of the skin will follow, as 
eczema or urticaria. W. S. Newcomer. 


Pirie, A. H.: Localization of Bullets and Shrapnel 
Balls by One Radiograph on One Plate. Arch. 
Radiol. & Electrotherap., 1916, xxi, 137. 


Pirie refers to undeformed projectiles and assumes 
from his experience that in the present war they are 
of uniform size and shape. While the length of the 
bullet casts a variable shadow, according to position, 
the diameter of the bullet always casts the same 
length of shadow at the same distance from the plate. 
Pirie, therefore, makes a key-plate for bullets, 
another for schrapnel balls, by radiographing each 
at antervals of one-half inch, between one-half inch 
and six-inches distal from ‘the plate, and is then 


able, by comparison with the key-plate, to say from 


thewize of the shadow at what distance the projectile 
in question is from the plate. Longer experience 
gives the ability to accurately estimate this distance 
by the comparative sharpness or blurring of the 
shadow. When desired, the other required direc- 
tions for localization can be obtained by cross-wires 
upon the plate, with the focus point of the tube at a 
given distance directly vertical to the intersection 
of these wires. With this vertical, and the distance 
of the shadow of the bullet from the shadow of the 
cross-wires, and also the distance of the bullet from 
the plate known, the required measurements, are 
easily found by triangulation. Dav R. Bowen. 
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Mercadé, S.: The Extraction of War Projectiles 
(L’extraction des projectiles de guerre). Rev. de 
chir., 1916, 1, 697. 

Mercadé thinks that a projectile should not be 
removed under the following conditions: 

1. If it is perfectly tolerated by the tissues and 
does not cause any functional detriment. 

2. If the size of the projectile is so small that the 
search for it is liable to fail. 

3. If the situation is such that the projectile can 
only be reached after very considerable opening up, 
or that such causes risk to the patient. 

4. If thegeneral condition issuch that the presence 
of the projectile is secondary. 

Generally speaking muscular and bone tissue gives 
good toleration to a projectile. It is only when it is 
lodged in spongy tissue that osteitis and pain as a 
rule arise. The tissues become accustomed to the 
presence of small projectiles. W. A. BRENNAN. 


Quénu, E.: Piece of Shell Weighing 385 Grams in 
the Dorsal Region (Gros éclat d’obus de 385 
grammes dans la region dorsale). Bull. et mém. Soc. 
de chir. de Par., 1916, xlii, 2207. 


Quénu cites the case of a soldier from whose 
dorsal region a piece of shell 21 cm. long and weigh- 
ing 385 grams was removed. ‘The projectile entered 
the left posterior scapular region causing fracture 
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of the spine and of the body of the left scapula. In 
evacuating a hematoma of the right deltoid region 
the small end of the trapezoid-shaped projectile 
was found and a vain endeavor was made to extract 
it. A second incision in the right scapular region 
led to the middle part of the projectile and showed 
fracture of the right scapula. A median dorsal 
incision was necessary before extraction could be 
accomplished. There was fracture of three spinal 
apophyses. 

The extraction was made in the ambulance ser- 
vice and the man, transferred to the base hospital, 
recovered fully, the wounds being treated by the 
serum of Léclainche and Vallée. W. A. BRENNAN. 


Sencert, L.: Some General Considerations on the 
Treatment of War Wounds; Asepsis in Sur 
at the Front (De quelques considérations générales 
sur le traitement des plaies de guerre; l’asepsie«dans 
la chirurgie de avant). Bull. cl mém. Soc. de chir. 
de Par., 1916, xlii, 1948. ‘ 

Sencert has had a war experience of twenty-three 
months in the ambulance service, during which time 
he had occasion to observe and operate upon nearly 
10,000 wounded. His article is the expression of his 
views on treatment based on this vast experience. 

There are two great categories of war injuries: 
(1) perforating or penetrating wounds of punctiform 
origin, produced by rifle bullets or grapeshot (this 
class of wound is well known from previous expe- 
rience); (2) penetrating or perforating wounds with 
more or less large orifices and with an important 
trajectory, which are produced by shells, grenades, 
bombs, etc. 

Wounds of the latter class only are dealt with by 
Sencert as they form the majority in the present 
war. From the anatomophysiologic point of view 
these wounds have two fundamental character- 
istics: (1) they are contused wounds; or (2) they 
are infected wounds. On these characteristics 
depend their clinical evolution. Mortification of 
the contused parts, and microbic pollution lead 
rapidly to a mortal septicemia either by circum- 
scribed or diffused phlegn on or by air infection, 
gaseous or otherwise. Therapeutically therefore 
the indications are clear. Infected wounds must 
be disinfected. Dirty contused wounds must be 
cleansed and filled for repair. 

The nature of the contused tissue and the extent 
of destruction are primary factors. It is in the 
contused cellular tissue infiltrated with stagnant 
blood, in the mortifying muscles, and in the spongy 
masses of crushed epiphyses that mircobes find 
their breeding place. Besides, often there is a rapid 
fatal intoxication resulting from the rapid mortifica- 
tion of the anatomic elements. 

Disinfection of wounds and transformation of 
mortified tissue into fresh tissue amenable to repara- 
tion can be effected by surgical means without the 
aid of any antiseptic. Sencert’s experience is that 
surgery alone suffices without any chemical aid. 
Surgical asepsis, indispensable in war as in peace, is 


sufficient in operating rooms at the front as in operat- 
ing rooms in times of peace. After having during 
weeks and months utilized every means of anti- 
sepsis, after having seen, in spite of lavages and 
continuous irrigations, myositis and osteomyelitis 
evolve, Sencert little by little diminished then 
suppressed all antisepsis and finally fully and 
definitely adopted asepsis. 

The results have been so much better that there 
is no thought of abandoning it, but only to perfect 
its details. His procedure consists in wide open- 
ings and exposure of the wounds, removing pro- 
jectiles and every kind of foreign body, wide and 
complete excision of the walls of the wound skin, 
cellular tissue, muscle, bone fragments either 
detached or adherent, until the contused area is 
converted into a fresh area, vivid and ready for 
repair. In practice the nature of the operation will 
vary for different injuries but the principle in every 
case is the same. 

Sencert gives the figures of treatment in his 
ambulance service since this wide surgical aseptic 
practice was installed. These are the results of the 
operations performed by himself and colleagues: 

129 multiple soft part injuries (75 with projectiles) 
have given 120 simple recoveries; 1 recovery after 
amputation, and 8 deaths. The 8 deaths were 
immediate and they should really be ascribed to 
traumatic shock. 

294 single wounds of the soft parts (139 projectile 
wounds), 25 of which were combined with vascular 
injuries. These gave 291 recoveries and 3 deaths. 

35 multiple wounds with multiple complicated 
fractures; patients mostly in a bad condition of 
shock; 10 died rapidly. 

213 diaphysary fractures with 9 deaths. 

._ 97 wounds of the large articulations gave 4 
deaths and 4 amputations. 

16 primary resections have given 14 recoveries, 
I amputation and 1 death. 

4 secondary resections have given 2 deaths and 
2 recoveries. 

4 ankle-joint injuries treated by primary astraga- 
lectomy gave 8 recoveries. 

2 secondary astragalectomies had to be sub- 
sequently terminated by amputations. 

W. A. BRENNAN. 


Lapeyre, N.: The Gaseous Complications of War 
Wounds (Les complications gazeuses des plaies de 
guerre). Presse méd., 1916, p. 431- 


The gaseous infections of war injuries are of 
three kinds comprising three clinical groups: 
(1) gaseous septicemia; (2) gaseous gangrene; 
(3) local gaseous infections. 

Gaseous septicemia is characterized by its very 
early appearance and the almost simultaneous 
appearance of local and general disturbances. 
It has a rapid and fatal course. The local symptoms 
generally appear in from ten to twenty hours after 
injury. At the same time the patient is worried and 
irritable and may vomit. There is a local gaseous 
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zone around the wound and gas bulle may be ob- 
served discharging gas. Although the symptoms 
intensify there is never any clinical gangrene. 
Death usually occurs from thirty to fifty hours 
after injury. 

Gaseous gangrene has a lesser gravity than gas- 
eous septicemia and is amenable to surgical treat- 
ment. This does not in general manifest its pres- 
ence till the third day. The characteristic signs are 
cedema, foetid gas, blackish, sphacelated placques, 
more or less large and deep, about the wound or in 
the whole injured limb segment. Clinically this 
form may be subdivided into gaseous, oedematous, 
or gangrenous according as the particular symptom 
predominates. Early amputation is the only treat- 
ment for an established gaseous gangrene. 

Local gaseous infections are sometimes charac- 
terized by the early appearance of gas about a 
wound with no tendency to diffuse. There is no 
general reaction. The pulse is not modified and 
this alone will distinguish this affection from the 
other clinical varieties of gas infection. The usual 
wound clearing and drainage generally causes this 
local gas infection to disappear. W. A. BRENNAN. 


Henry, H., and Elliott, T. R.: The Morbid Anatomy 
of Wounds of the Thorax. J. Roy. Army M. 
Corps, 1916, xxvii, No. 5. 

In this carefully prepared paper the authors have 
brought out a number of very interesting facts for 
the military surgeon. The material was collected 
from 100 autopsies after wounds of the chest. The 
patients died on the third day and as late as the third 
week, but the bulk of the cases were brought to 
autopsy between the second and third weeks. 

After considering the classification of wounds of 
the thorax which adheres to the conventional di- 
vision of penetrating and. non-penetrating wounds 
of this region, the authors discuss the cause of death 
which is attributed to injury to the spine and cord in 
6 cases, to hemorrhage in 4, and the remainder 
were directly and indirectly due to sepsis, from one 
source or another. There were 78 cases of hemo- 
thorax and it was from these that the 4 deaths 
due to hemorrhage occurred. Of the cases of 
haemothorax 60 became infected and death in these 
was directly due to sepsis. Three deaths are re- 
corded as due to purulent capillary bronchitis as a 
complication of septic haemothorax. Secondary 
hemorrhage comes in as a cause of death in 3 cases, 
all of which were septic. The hemorrhage occurred 
in the pleural cavity in two cases, and death followed 
an extensive hemoptysis, bleeding taking place in 
the respiratory tubes. 

As an explanation of the fluid in sterile hamo- 
thorax, the authors state that this is dark in color 
and resembles ordinary venous blood. It shows no 
sign of clotting and may remain fluid for an indefi- 
nite time outside the body. As the blood begins to 
flow from the wound in the pleural cavity it clots 
rapidly, but the clotting is not massive as is seen 
in a test-tube outside of the body, because the 


_ coagulate since it contains no fibrinogen. 
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cardiac and respiratory movements whip the blood 
during the coagulation process so that the fibrin is 
separated from it and deposited in layers of varying 
thickness on the parietal pleura and that part of the 
lung which is covered by the effused blood. At 
first the layers of fibrin are easily detached from the 
serous surfaces, but later they are organized into 
firm adhesions. The deposition and organization 
of the precipitated fibrin are at first an advantage 
and later a distinct disadvantage to the patient. 
At first the deposit seals the wound in the lung, and 
again it subsequently prevents the spread of sepsis 
from a damaged and infected respiratory tract into 
the pleural cavity. Later the organized fibrin may 
cripple the chest by preventing the expansion of the 
collapsed lung by forming adhesions and by obliter- 
ating the normal pleural recess along the posterior 
and lateral margins of the diaphragm. 

The fluid in the pleural cavity consists of blood 
serum with the usual cellular elements of blood, and 
though it resembles blood closely it has no power to 
On centri- 
fuging, this fluid gives a deposit of red cells with a 
clear overlying serum which does not clot on stand- 
ing or on the addition of fibrin ferment. When an 
inflammatory pleural exudate is later thrown out 
the fibrinogen of this exudate will cause coagulation 
within the pleura, or the fluid may coagulate on 
standing, which is called a secondary clot. 

The largest amount of fluid in a sterile hamo- 
thorax seen at autopsy was 4.5 pints; in septic 
haemothorax 6 pints have been found, the excess 
being due to inflammatory pleural exudates. Again, 
haemolysis may occur in apparently aseptic cases 
coloring the serum from hemothorax with the 
resulting oxyhemoglobin or methemoglobin. The 
real cause of the hemolysis is unknown to the 
authors. 

The following observations are of particular inter- 
est: Among the changes in the part of the sub- 
merged Jung are collapse, loss of air, and fleshy con- 
sistency which are first noticed in the basal portions. 
The collapse is rapid, much more so than in the case 
of pleural effusion. Collapsing of the lung arrests 
hemorrhage if the area of collapse and wound are 
coincident, and as proof of this, the largest examples 
of haemothorax noted at autopsy resulted from 
wounds in the lung apices. A further advantage of 
collapse is that it prevents the spread of inflam- 
matory bronchial infections through the immobile 
area. 

Pneumohemothorax. ‘There was no case of simple 
pneumothorax without effusion noted in the 100 
cases studied, but there were 12 cases of pneumo- 
hemothorax, cases in which gas or air was present 
in the pleural cavity together with blood. 

The development of free gas from the growth of 
anerobic bacilli is much more common than leakage 
of air into the pleural cavity. To distinguish the 
existence of pneumohamothorax from leakage of 
air into the pleural cavity through a wound in the 
external thoracic wall, or from a leak in the respira- 
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tory tract on the one hand, and from the generation 
of gas from the growth of anerobic bacilli on the 
other, the terms ‘‘exogenous” and “endogenous” 
are employed by the authors. The term exogenous 
pneumothorax refers to the origin of air from a leak 
of air into the pleural cavity from the external 
thoracic wall, etc., while the term endogenous 
pneumothorax refers to the form in which gas 
develops from anwrobes which have infected the 
blood in the pleural cavity. The latter variety is 
much more common. Of the 12 cases 9 observed 
at postmortem were of the endogenous variety. 
They are characterized by the development of 
a very offensive smelling gas resembling that of 
sulphurated hydrogen. It may accumulate under 
considerable pressure so that when a small cannula 
is introduced at autopsy into the collection of gas, 
the latter escapes rapidly and burns with the char- 
acteristic bluish flame when lighted with a match. 
The gas is free in some cases, above the septic 
blood in which it is generated, or it may be fixed in 


position by adhesions, or it may be imprisoned in _ 


the midst of the infected haemothorax. 

Injury to chest wall. Of 60 cases in which the 
penetrating missile was identified 55 per cent re- 
sulted from bullets, the remaining 45 per cent 
were due to shell fragments, shrapnel balls, pieces 
of grenades, and bombs. There was not a single 
bayonet wound. 

Origin of the bleeding in hemothorax. To those 
who have been taught that the source of hemor- 
rhage causing hemothorax is of parietal origin, and 
most often from an injured intercostal vessel, it is in 
the nature of a surprise to learn that ‘‘in the great 
majority of the 78 cases of haemothorax noted the 
blood was derived from vessels in the lung.” The 
painstaking details which have led to this conclusion 
are in themselves proof of the value of postmortem 
work as to the cause of death from battle wounds, a 
subject so long neglected. 

There is no question about the occurrence of 
visceral bleeding in the pleural cavity, which is no 
doubt a frequent cause of death from injury to the 
hilum of the lung and the larger pulmonary vessels. 
But the visceral bleeding of clinical origin which 
forms a pool of blood in the pleural cavity known as 
haemothorax is derived from the smaller lung vessels. 
It would seem after all that the pulmonary origin 
of the hemorrhage under discussion is a phase pecu- 
liar to the characteristic features of the war wounds 
of today, and that the war wounds of the Spanish- 
American, Anglo-Boer, and Russo-Japanese wars 
were so totally different, in lung tissue, that they 
give no data of value for a study of the etiology of 
hemothorax now. It should be remembered that 
the ogival-headed, steel-jacketed, reduced caliber, 
bullet was used by all governments in the wars 
mentioned. This was a well-balanced bullet which 
usually entered the body point on, and its humane 
features were proverbial in striking soft parts, the 
joint ends of bones and the lung tissue. The chan- 
nel which it made in non-resistant structures seldom 


exceeded its own caliber. In the elastic and prac- 
tically homogenous lung tissue it made small even 
tracks. A perforation from such a bullet in lung 
tissue was attended with little more risk than a 
puncture from an exploring trocar. 

The change in the armament of the nations in the 
last ten years has upset all of our happy calculations 
on the subject of humane wounds. As far as rifle 
bullets are concerned, and they include machine 
gun bullets, the projectile is now pointed, shorter, 
and much lighter. It travels with added velocity, 
and it is proverbially unstable, so that the least 
resistance causes the bullet to turn at a tangent to its 
line of flight and ‘‘butt end to” at times. The 
wound that it causes no longer has a smooth chan- 
nel. It is more apt to be irregular and ragged even 
in soft parts like lung tissue. The entrance and 
exit wounds in the pleura are large and the opportu- 
nity for hemorrhage in the pleural cavity is much 
greater. The next change in the armament which 
has caused a marked difference in the character of 
lung wounds is the extensive use of high explosive 
shells. Although used primarily for stationary and 
large siege guns, the high explosive shell is now used 
with good effect on the field in the “77” and ‘‘75” 
guns of the mobile artillery of the French and 
Germans in battering down barbed wire entangle- 
ments and other obstructions used against the 
advance of troops. The shells burst into many 
irregular fragments of varying sizes. The large 
fragments cause lacerated wounds which contain 
much devitalized tissue and which are hard to 
treat. 

There is also a change taking place in the use of a 
high explosive shrapnel in lieu of the common 
shrapnel, that adds to the severity of all wounds. 
The high explosive shrapnel is used against person- 


‘nel and material and it answers well the objects 


of both projectiles. When it is desired to use the 
projectile as a shrapnel it is made to explode by a 
time fuse in the air in front of the enemy. When 
used as a high explosive shell the time fuse is not set, 

and it is allowed to explode on impact. , 

At the beginning of the present war ammunition 
was issued to the “75” French gun in the proportion 
of one-half shrapnel, and one-half high explosive 
shell. On account of the superior efficacy of the 
latter, the manufacture of shrapnel has been dis- 
continued. ‘The use of shrapnel balls had been bad 
enough but a combination of shell fragments and 
shrapnel balls is far worse. 

It is to this change or rather these changes that 
Henry and Elliott refer when they dwell on the 
severity of the lung wounds in this war which are 
so prone to be followed by bleeding from lung tissue 
into the pleural cavity. 

The authors conclude their valuable paper with 
the following summary: 

1. Of the 100 deaths analyzed, 96 were directly 
due to septic poisoning. Only 4 died from hemor- 
rhage, and 3 of these were cases of secondary hemor- 
rhage induced by sepsis. 
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2. Bruising and laceration of the lung was found 

around the wound tract in nearly all the cases. The 
source of the hemorrhage in the pleural cavity 
seemed as a rule to have been from vessels in the 
lung. 
3. Laceration was not a serious lesion when 
accompanied by a hemothorax; but in the absence 
of the latter it was liable to form the starting point 
of a septic bronchopneumonia which being un- 
checked, since there was no collapse of lung, spread 
quickly and proved fatal. 

4. Ordinary lobar pneumonia was never ob- 
served on the side of the injured lung, and it was 
found in the contralateral lung in only 3 cases out 
of 78 that developed hemothorax. 

Louis A. LAGARDE. 


Depage, A.: Bacteriologic Control as an Indica- 
tion of Suture of War Wounds (Du contrdle 
bactériologique comme indication de la suture des 
plaies de guerre). Bull. et mém. Soc. de chir. de Par., 
1916, xlii, 1987. 


The Carrel method, with wide clearance and 
resection of contused tissues, has been used in the 
treatment of war injuries in Depage’s ambulance 
since September, to915. The _ transformation 
effected in results has been remarkable; immediate 
complications became more and more rare and 
suppurations disappeared almost completely. How- 
ever, it was not possible to judge correctly of the 
value of the method until the evolution of the 
wound was followed by bacteriologic control which 
Depage considers a necessary complement of the 
Carrel method. This control was systematically 
established June 1, 1916, and consisted in the 
regular determination of the microbic contents of 
the exudate obtained from the wound. 

Laboratory observations in the first six days after 
injury show that the exudate is essentially con- 
stituted of polynuclears with an enormous number 
of microbes. About the sixth day the polynuclears 
tend to disappear and are little by little replaced 
by mononuclears; the microbes diminish in number 
concurrently. After the tenth day macrophages 
appear and only a few bacteria are found incor- 
porated. in phagocytes. The appearance of macro- 
phages in the exudate is a favorable sign of approach- 
ing asepsis. 

A wound thus asepticized by the Carrel method 
becomes rapidly reinfected if the treatment is 
suspended. In the infection of a wound observa- 
tion shows three periods: 

1. A period of acute infection during which 
microbes are very abundant and show a maximum 
degree of virulence. A suture made in the course 
of this period would be regularly followed by failure 
if not by serious complications. 

2. A period of attenuated infection, in which the 
microbes are less numerous and less virulent. 
Suture at this time only occasionally succeeds and 
it may reawaken microbian virulence and favor 
return of acute infection. 
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3. An aseptic period which gives the suture every 
chance of perfect reunion, and in which it is always 
prudent to await two or three negative examina- 
tions before suturing osseous lesions, and in frac- 
tures particularly, a long time should be allowed to 
elapse before closure of the wound. 

Since June 1, 1916, in Depage’s ambulance 137 
secondary sutures have been practiced in 108 
wounded, all under bacteriologic control. Some 
of these sutures were made before asepsis was 
sufficiently established, but in no case whatever 
has there been any complication retarding recovery. 

Of the 137 cases 112 were complete successes, the 
reunion being perfect over the complete extent of 
the wound without any inflammatory reaction. 
In 23 cases the success was partial, a few of the 
stitches giving way either on account of skin 
necrosis or slight suppuration, but in these cases 
the sutures were generally made in spite of contra- 
dictory indications of microbian contents. In 
these cases sterilization was effected by the use of 
Dakin’s fluid. In two cases only did the sutures 
fail, in both of which, however, suture should not 
have been made owing to exaggerated tension. 
Both recovered rapidly under treatment. 

Of the 137 sutured wounds 102 were of the soft 
tissues. These gave 82 complete successes, 19 
partial successes, 1 failure; 6 articular wounds gave 
5 complete successes and 1 partial success; 12 
amputation stump wounds gave 1o complete suc- 
cesses, and 2 partial successes; 17 fracture wounds 
gave 15 complete successes, 1 partial and 1 unsuc- 
cessful. W. A. BRENNAN. 


Bazy, L.: Treatment of War Wounds (Traitement 
des plaies de guerre). Bull. et mém. Soc. de chir. de 
Par.. 1916, xlii, 1939. 


Bazy gives his experience based on thirteen months 
of war surgery at the front. The treatment of 
wounds is based on two important facts: (1) that a 
wound does not reunite by first intention if it is 
infected, and (2) that a wound only ceases to 
suppurate when all decomposed substance con- 
nected with it has been removed. Not only must 
foreign bodies and débris be removed, but all 
tissue incapable of revivification in the body must 
be cut away. This surgical treatment of wounds 
is the essential, primordial procedure. 

In the further treatment Bazy has long ceased 
to use ordinary antiseptics, owing to their harmful 
effects on the tissues. He has substituted the per- 
fected non-cytotoxic antiseptics of Dakin and 
Duret and has obtained excellent results. At the 
present time in the case of wounds which he is 
obliged to leave open and which cannot be united 
at once by sutures, he prefers to use Vallée’s serum. 
From this he has obtained the best results. He 
also uses magnesium chloride. This he considers 
a marvelous preserver and a marvelous excitant of 
the vitality of the tissues, but it must be used with 
discernment according to the indications. All these 
chemical agents, however, are only aids to the 
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surgical treatment which is and must remain the 
essential procedure, without which sterilization 
procedures alone will be ineffective. 

W. A. BRENNAN. 


Gaudier, H. and Montaz, R.: The Primary Imme- 
diate Suture of War Wounds (De la suture 
primitive immediate des plaies de guerre). Lyon 
chir., 1916, xiii, 685. 

The authors resume the discussion of the general 
question of the immediate closure of war wounds. 
Although in immediate closure there is risk of infec- 
tion the authors think that when carried out uhder 
well-defined indications and with careful technique 
immediate suture is not dangerous. In their first 
cases this procedure was confined to injuries of the 
soft parts, but later the success obtained en- 
couraged them to extend this to fractures whether 
articular or not. 

The authors believe that immediate suture of 
war injuries rests on a precise anatomophysiologic 
basis; and that it can be carried out in a great num- 
ber of cases without any risk to the wounded, but 
in very special conditions. These conditions are: 
precocity of intervention; excision as complete as 
possible of all eroded tissue after removal of the 
projectile and all associated foreign bodies; perfect 
hemostasis and the possibility of watching the 
wound during the first days. In many cases the 
first and last conditions are not realizable, and the 
authors think that in such cases it is better to 
have recourse to dressings with or without anti- 
septics and to defer the suturing of the wound until 
circumstances admit of it. W. A. BRENNAN. 


Fehling, H.: The Treatment of War Injuries 
(Ueber Wundbehandlung bei Kriegsverletzten). 
Beitr. z. klin. Chir., 1916, c, Kriegschir. Heft., 1. 

Fehling as chief surgeon in one of the large base 
hospitals gives his experience in the treatment of 
war wounds since the beginning of the present war. 

The experiences gathered before the present war 

led him to hope that wounds would progress with- 

out fever and reaction under aseptic treatment. 

Conditions in the present war are, however, very dif- 

ferent from those prevailing in previous wars, owing 

to the larger proportion of artillery projectile wounds. 

In the early days of the war patients reached the 
hospital from the front with foul-smelling infected 
wounds, and sometimes maggots were found beneath 
the bandages. Under expert treatment fever was 
reduced in the first week, while in small-arm injuries 
only about 10 per cent showed fever; in grenade 

and artillery wounds this number increased to 50 

per cent. Von Bergmann’s principle, to leave the 

first bandaging on as long as possible, could not be 
followed in many cases at the beginning, as frequent 
change was found necessary. Von Bergmann’s 
advice not to disturb smooth through wounds, 
especially of the soft parts, and to leave the first 
dressings on as long as possible, if there is no fever, 
is not to be contested; but in the large number of 


grenade and artillery injuries there is a more rapid 
and extensive tissue necrosis than in smooth bullet 
wounds, and germs easily find a field of nourishment. 
If tetanus or gas-gangrene microbes are present the 
danger of infection is much greater. 

Garré’s method of opening up widely and remov- 
ing all splinters, etc., in feverish wounded, is rational 
if executed by a skilled surgeon and when not con- 
tradicted, but it is doubtful if it is advisable to recom- 
mend such surgical procedures to those not accus- 
tomedtousethem. The frequent fevers and suppur- 
ations have led many to the view that asepsis is use- 
less; they have therefore returned to antisepsis, in 
Fehlung’s opinion without reason. While an asep- 
tic dressing is no protection in infected wounds, 
under antiseptic treatment the wound conditions 
are no better. 

Fehling’s experience with antiseptics, excepting 
collargol, is unsatisfactory. The action of collargol 
is catalytic, and it brings about a strong hyperleu- 
cocytosis. In civil practice, in gynecological and 
obstetrical surgery, Fehling has had remarkably 
good results from the use of collargol asa cleanser and 
disinfectant. He has found similar good results 
from its use in war surgery. 

With regard to the use of drain tubes. In abdom- 
inal operations and suppurating peritonitis, it is 
necessary to keep the wound open by means of 
large drains, to permit the discharge of secretions; 
the same holds in the opening and treatment of 
bone injuries. But in the treatment of soft 
part wounds, drain tubes, both small and large, 
have proved very unsatisfactory. The drain tube 
prevents the wound tract from closing; it keeps the 
wound edges apart; and asa rule, after the drain is 
removed pus makes its appearance. The drain 
tube contrary to the rule of gravity does not help 
the pus to pass out. Where it is desirable to keep 
the outer opening open, it is much more expedient 
to keep the wound tract open by means of gauze 
strips, soaked in sterile salt solution, or other non- 
irritating antiseptic solutions. Such capillary 
drainage is very effective. 

Wright has recommended the stimulation of 
wound secretion by the use of bandages kept soaked 
in hypertonic salt solution, washing away the mi- 
crobes and the wound secretions. By the advice of 
von Brun, Fehling tried the Wright method in a 
number of cases. He did not notice any especially 
favorable action upon the tissues, nor a quicker 
elimination of the infection, nor less fever, and has 
therefore ceased using it. 

Regarding the antiseptic method of Carrel and 
Dakin, as the frequent necessary handling causes 
much disturbance to the wound and to the patient, 
Fehling has not, tried this method. Fehling thinks 
the passive, suction treatment of Bier is more 
rational. Suction treatment benefits by extracting 
pus from cavities, and the induction of oedema and 
subsequent contraction. - 

In the after-treatment of war injuries suction 
treatment is appropriate in a number of cases. 
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This is especially the case in trunk wounds with a 
downward extension, where a counteropening is 
inpossible, and also in wounds of the extremities, 
where the pus descends into the musculature, etc., 
and where a counteropening is only possible after 
separation of much sound tissue. Irrigation of 
such wounds has long ago been given up as 
unnecessary and harmful, as by this method 
germ-containing secretions get into the tissues. 

Fehling in the application of Bier’s method uses 
different kinds of glass-globes, small and _ large, 
round and oval. Asa rule, pain is experienced only 
on the application of the globe; as soon as the suction 
is over, the pain is slight or disappears. The suction 
treatment is contra-indicated if inflammatory pro- 
cesses exist or if fever is present. 

Open wound treatment is a further advance in 
war surgery. This method is not used in minor 
injuries which usually heal with dry scars, nor in 
incised wounds which can be closed by suture; 
but it can be used in all large, ragged necrotic wounds, 
especially bone injuries, and also in wounds, which 
are badly infected. The pain caused by removal 
and renewal of bandages is avoided; there is less 
opportunity for the development of pathogenic 
microbes and the method of treatment is compara- 
tively inexpensive. The main advantage is that 
the patient does not suffer pain from the changing 
of bandages; his fear of the surgeon is gone. The 
difference was especially striking when wounded from 
outside hospitals were received, who had been 
treated in the old way. There was a quick change; 
secretions soon dried up, anda yellowish scab covered 
the wound. This scab is left untouched as long as 
possible, is then removed with great care and is 
followed soon by granulation. It is rare that in- 
flammation appears, causing a temporary change of 
treatment. If abcesses should form after incision, 
a dry bandage is applied for a few days, then the 
open treatment is again instituted. Contrary to 
Lister’s antiseptic method excluding air from the 
wound, free airing in open wound treatment has evi- 
dently no drawback, even if the air in the hospital 
wards contains suspended staphylococci and strep- 
tococci. ‘The air is filtered through the gauze net. 
The danger of the patients touching their wounds is 
not great. There is one disadvantage, which hap- 
pens now and then, which is that the gauze strip 
filled with secretions may cause an irritation of the 
skin in the neighborhood. In injuries of the ex- 
tremities open treatment was used most frequently, 
with or without fixed bandages, also in injuries of 
the trunk, but rarely on the head. 

Fehling is not in a position to make a statistical 
comparison of the advantages of the open wound 
treatment and thus prove better results, and quicker 
fever-reduction in openly treated cases. Unpre- 
judiced observations alone can decide this. It is 
understood that in open wound treatment, asepsis 
must be observed. If this is observed, the method 


is likely to come into competition with the anti- 
septic Listerian surgical conception. 
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From this point of view open wound treatment is 
to be considered as an advance, not alone in war 
surgery, but also in times of peace. Fehling con- 
cludes with the opinion that aseptic methods in 
present war surgery have not suffered so much as 
the many publications on the subject lead one to 
believe; it is only necessary to alter the procedures to 
suit existing circumstances. W. A. BRENNAN. 


Hornus, G., and Perrin, P.: Treatment of War 
Wounds by the Carrel Method (Traitement des 
plaies de guerre par la méthode Carrel). Rev. de 
chir., 1916, L, 637. 

The method adopted by the authors since Feb- 
ruary, 1916, in the treatment of all wounded (ex- 
cept those in a state of shock or with very extensive 
hemorrhage) is to open up the wounded tract 
widely with mechanical clearance of all foreign or 
bone fragments and chemical treatment by the 
constant application of Dakin’s fluid. They think 
that healthy tissues resist the dissolving action of 
Dakin’s fluid. The dressings following the first 
intervention are kept constantly saturated. One 
hundred and twenty-one wounded have been thus 
systematically treated between February and April, 
1916. Between the sixth and twelfth day all 
wounds so treated no matter what their size or 
condition are sterilized. In fifteen days or often 
even in seven days mortified tissue is eliminated, 
the wounds have a good aspect and can be sutured; 

W. A. BRENNAN. 


Penhallow, D. P.: Military Surgery. Oxford Uni- 
versity Press, London: 1916. 


In his book, which is destined to take rank among 
the leading works which deal with war wounds, 
Penhallow graphically portrays the projectiles 
and the wounds they have caused in the present 
world war. His opportunities have afforded him 
a rich experience, and the arrangement of the 
matter at hand is excellent. 

The part of the book which deals with wounds is 
devoted entirely to the traumata from projectiles 
and not from swords or bayonets. The latter are 
so rare that they form a negligible quantity not- 
withstanding the accounts of hand-to-hand en- 
counters which are frequently seen in the press. 
In these struggles the combatants are nearly all 
killed, and this may account for the few cases of 
bayonet wounds found in hospitals. 

The excellent condition of the men in the present 
trench warfare when wounded, is commented upon. 
This is in marked contrast to the condition of men 
in active campaign who may have been exhausted 
by forced marches in all kinds of weather, with 
scanty supplies of food and water. The condition 
of the men under the last condition has long figured 
as a factor in the battle mortality and in lowering 
the general and local resistance of the men against 
infection. To us who constantly picture the horrors 
of trench warfare, it is reassuring to learn that “a 
large proportion of gunshot wounds cause relatively 
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little injury and do not give rise to any great amount 
of shock or collapse, unless the injury be extensive 
or unless viscera, vessels, or bones are involved.” 

Like all military surgeons of experience the author 
notes the ease with which hemorrhage can gen- 
erally be controlled from projectile injury to blood- 
vessels, and he very properly calls attention to the 
necessity of placing a nurse or orderly on duty over 
those cases where it is necessary to stay hemorrhage 
by the aid of a tourniquet. Carelessness in the use 
of tourniquets and the bad effects resulting when 
they are left in place longer than one hour without 
loosening the pressure is common in the experience 
of field surgeons. Unless the tourniquet is loosened 
from time to time and the wound allowed to bleed, 
the circulation will be cut off and gangrene will occur. 
This is a difficult lesson to teach to members of the 
relief corps who are apt to regard all bleeding as 
alarming and of a fatal kind. The unsurgical prac- 
tice of attempting to control hemorrhage by pack- 
ing the wound is very properly noted. Military 
surgery is the last place where this method should 
be practiced for the reason that the unclean bullet 
has penetrated unclean clothing and unclean skin, 
and that sepsis from these has been widely scattered 
throughout the tissues which are often devitalized 
and dotted with hemorrhagic foci, conditions 
which augment unduly the development of all kinds 
of pathogenic microbes. 

Like all medical men who had not stopped to con- 
sider the effects of the energy of high power military 
rifles in transmitting infection in the tissues, Pen- 
hallow’s experience with war wounds has caused 
him to change his views for he states: “‘It was 
thought that with modern methods of antisepsis and 
first-aid dressings, combined with high velocity pro- 
jectiles, infection would be reduced to a minimum. 
Unfortunately this has proved not to be so, and the 
present war has taught the military surgeon many 
things regarding wound infection, and has also 
caused the reasoning man to readjust his ideas.” 
The old notion taught by many surgeons “that the 
fate of the wounded man rests with the one who 
applies the first dressing’ has had a great deal to do 
with the false hope of clean, heated bullets while in- 
flicting a wound, and the mockery of using a first- 
aid dressing to make a dirty one clean. ‘Thanks to 
the labors of the experimenters, the dangers of 
. sepsis in all classes of rifle wounds with bone lesions 
especially were pointed out long ago, and the im- 
potence of skin-deep disinfectants and _ first-aid 
field dressings to in any way mitigate infection that 
had been projected into the wound by the projectile 
has been noted repeatedly. 

The réle played by the anaerobes in wound in- 
fection in the present war is interestingly told. 
Chief among these are the bacillus tetani and the 
bacillus aerogenes capsulatus of Welch. We rather 
regret to find an American writer from Boston, re- 
ferring to the Welch bacillus, as the bacillus per- 
fringens. ‘Those familiar with the history of this 


bacillus know that Welch first reported his ob- 
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servations upon it in 1891 to the Johns Hopkins 
Medical Society, and that he and Nuttall in 1892 
reported in full the character of the bacillus. 
Fraenkel described the same bacillus in 1893, and 
called it bacillus phlegmones emphysematose. Fraen- 
kel’s name for the bacillus could not prevail, since 
it is a rule in biological discoveries to apply the name 
to an organism which has been conferred upon it by 
its discoverer. For that reason the name bacillus 
aerogenes capsulatus was commonly given to the 
organism until Veillon and Faber some years later 
described the gas-producing bacillus of Welch, and 
called it bacillus perfringens for the first time. 

The war in Flanders and northern France has 
brought the pathogenesis of the welch bacillus very 
prominently before the medical world, and the 
credit belonging to the author of the bacillus 
aerogenes capsulatus should not be dimmed by the 
freakish notion of one who desires to call attention 
to the mechanical tendency of the organism to force 
itself through obstacles. 

Penhallow takes occasion to state that many 
wounds and especially simple bullet wounds heal 
without giving rise to any clinical evidence of in- 
fection, ‘“‘nevertheless it is safe to say that all gun- 
shot wounds are infected to a greater or less extent 
and that the severity of the infection depends on 
certain factors: (1) the amount of trauma caused 
by the projectile; (2) prevalence of the micro- 
organism contaminating the wound; (3) resistance, 
both local and constitutional.” 

Pyogenic organisms. The pyogenic organisms 
come next in importance and among them strepto- 
coccus fecalis is the most frequently found. ‘This 
is ascribed to its universal presence in the terrain 
which comprises the intense farming district of the 
western front. Staphylococci, bacillus pyocyaneus, 
and the colon bacillus are next found in order of 
frequency. 

It has been noted before and Penhallow again 
calls attention to the lack of virulence of the pyogenic 
organisms in war as compared to those found in 
the infected wounds of civil hospitals. This may 
be due to the resistance of the men, but more likely 
it is due to the attenuated condition of the bacteria, 
which is acquired by remaining a long time in the 
clothing or in the earth. In civil hospitals, in spite 
of good antiseptic details, pyogenic organisms are 
apt to acquire virulence by accidental transplanting 
from host to host. 

Latent sepsis. One of the phases of infection 
which has been pointed out in this war refers to the 
quiescent bacteria which remain in the tissues after 
healing of a wound and which may later light up into 
a virulent sepsis. This may be the result of lowered 
resistance by injury or other traumata. The author 
warns against undertaking an operation on any 
healed wound, especially those involving nerves, 
or about a joint, or blood-vessels and tendons, until 
the expiration of three months after the wound is 
healed. Likewise there is danger in too early 
massage and passive motion near a joint. 
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Attention is also called to the dangers of lighting 
up tetanus in healed wounds by disturbing buried 
tetanus spores in the tissues during secondary op- 
erations. He mentions the occurrence of local 
tetanus in a case where it became necessary to cor- 
rect some deformity in a limb. The patient had 
received multiple shell wounds in Octobef, and two 
months later it became necessary to place the pa- 
tient under ether to overcome contracture of his 
forearm and to correct some malposition of his leg. 
A week later he developed trismus. 

The patient had received an antitetanic dose of 
serum when first injured, but his immunization had 
begun to disappear, when the disturbance of the 
tetanus spores buried in his injured tissues again 
found pabulum, to be converted into the vegetative 
form, throw out toxin, and give rise to local tetanus. 
This was promptly checked by administering 1,500 
units of antitoxin serum intravenously. It would 
have been far better to have given the patient a 
prophylactic antitetanic injection two days before 
the secondary operation as recommended in a re- 
cent issue of this journal when reviewing the present 
status of local tetanus. No operation should be per- 
formed on an immunized or partially immunized 
man among the wounded in war hospitals without 
preceding said operation by a precautionary prophy- 
lactic dose of antitetanic serum, unless the first 
dose has been administered less than seven days 
prior to the time of operation. Immunization as a 
result of antitetanic serum lasts only ten days after 
the first injection. 

The bacilli aerogenes capsulatus likewise may lie 
latent in a wound which has been thoroughly 
healed and later may become liberated, and multiply 
as a result of traumatism of the surrounding tissues 
by operative procedure, and show all the evidence 
of an acute infection. Penhallow details a very in- 
teresting case of this kind as a result of an attempt 
to remove a lodged ball two months and one day 
after the receipt of the original injury, after the 
wound had healed. 

Wounds caused by projectiles. The following 
classification of wounds by projectiles is adopted by 
the author: (1) wounds by hand weapons; (2) 
wounds by artillery; (3) wounds by grenades, bombs, 
and mines. It is interesting to note that 55 per 
cent of the wounds received at the American 
Women’s War Hospital were caused by rifle bullets. 
Doubtless the majority of the bullets were fired from 
machine guns since the same ammunition is used 
in machine guns as in military rifles. In the 
Civil War, 1861-65, the percentage of wounds by 
rifle and pistol balls was o1.1; by grapeshot, 
grenades, and shrapnel 8.9. In the Franco-Prussian 
War, 88.7 and 11.3. In the Russo-Japanese War: 


Japanese, 83.5 and 13.5; Russian, 84.5 and 14.5. 
If trench warfare in Europe is now giving 55 per 
cent of wounds by rifle projectiles and the remaining 
45 per cent of wounds are being approximately 
inflicted by shrapnel, shell fragments, etc., this 
mode of warfare, in so far as the percentage by 
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projectiles and the characteristic features of the 
wounds are concerned, does not differ very much 
from that noted in the Crimean War, 1853-56, 
during which troops fought mostly behind entrench- 
ments. Out of 34,306 wounded among French 
troops, Cheney reports 53.4 per cent of casualties 
by rifle and pistol bullets; 46.6 per cent by the 
artillery arm. 

The chapter on treatment is of much interest, 
showing the advances that have been made in the 
treatment of wounds in this war. Wounds at the 
front are treated antiseptically, by a protective 
dressing, and lastly all wounded men are given an 
injection of antitetanic serum. ‘The antiseptic used 
varies. The more simple wounds are painted with 
tincture of iodine or they may be washed with acid 
carbolic 1:20 or 1:40. Larger wounds may require 
the use of an anesthetic, the tissues which are 
devitalized removed, and the wound swabbed with 
carbolic acid or with tincture of iodine. Accessible 
foreign bodies should be removed and the vessels 
ligated when necessary. A wound dressing of 
gauze treated with bicyanide of mercury is then 
applied. 

The subsequent treatment at the base resolves 
itself into the treatment of (1) clean wounds, (2) 
infected wounds. 

1. The so-called clean wounds are those of soft 
parts by bullets or small shell fragments that usually 
heal readily after the application of a first-aid 
dressing preceded by painting the wound and 
surrounding skin with tincture of iodine. 

2. The treatment of infected wounds at the base 
is invariably preceded by a bacteriological examina- 
tion of the discharges from the wound. 

It is the aim of the surgeon whenever possible to 
apply ‘‘a dressing which will have a marked bac- 
tericidal effect upon the prevailing organisms and 
one which will penetrate into all the recesses of the 
wound, and thus reach the foci of infection.” 

The next most important step in the treatment of 
infected wounds at the base is the establishment of 
adequate drainage and after that dressings, anti- 
septics, salines, baths, compresses, foments, etc. 
The author describes in detail the methods of treat- 
ment advocated by Wright and Carrel, both of 
which are used in the American Women’s War 
Hospital almost to the exclusion of other methods. 
The author states that as to the relative values of the 
hypochlorous acid and saline solutions there is 
doubt as to which produces the best clinical re- 
sults. Penhallow is partial to the use of hypo- 
chlorous acid for gas bacillus infections, but in the 
treatment of other infections he states: ‘‘We are 
still undecided as to whether we get better results 
with hypochlorous acid or with saline solutions, 
though from comparative studies of the two methods 
we are beginning to be slightly more in favor of the 
saline solutions.” We give the author’s exact 
words as to his idea of the merits of the two methods 
which are now so prominently before the profession, 
because his statement is one of the first which we 
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have seen in print on the comparative value of the 
two procedures. 

Secondary haemorrhage. Under this important 
heading the author warns of the danger of digestive 
ferments which have such a tendency to evade 
vessels in infected wounds, and the danger of 
through-and-through drainage tubes in perforating 
wounds of limbs is referred to, since by contact 
with a vessel they become more dangerous than the 
original missile inflicting the injury. Secondary 
hemorrhage should be treated without temporizing, 
by prompt ligation. It is dangerous to pack in- 
fected wounds and especially those in which second- 
ary hemorrhage is taking place. Violation of 
this rule may have given the notion that packing 
infected wounds with gauze impregnated with salt 
solution promotes a tendency to secondary hemor- 
rhage. (Gauze packing with any disinfectaht is a 
dangerous surgical procedure in an infected wound 
since packing increases the possibility of spreading 
infection through a large area. As the infection 
spreads it involves the vessel coats; hence the ten- 
dency to secondary hemorrhage. 

The pages of this book contain many valuable 
illustrations showing the wonderful results which 
have been obtained by the use of primary and second- 
ary suture after the plan recommended by H. M. 
W. Gray in the British Medical Journal of August 
28, 1915. The treatment of infection from the 
bacillus aerogenes capsulatus (called bacillus per- 
fringens by the author) comes in for special mention. 
An attempt should be made in the beginning of treat- 
ment to ascertain the bacteriology of every wound, 
but the lack of such an examination should not 
deter any one from treating in a radical way all 
wounds which may be suspected of containing bacil- 
lus aerogenes capsulatus. 

The following signs are very indicative of infec- 
tion by the gas bacillus of Welch: The wound pre- 
sents a dirty, sloughing appearance; a dirty, serous 
exudate escapes from it; bubbles of gas, crepitation 
under the skin and a fecal-like odor emanates from 
the discharge; the adjacent tissues are reddened as 
in cellulitis and they are oedematous and tender. 
There is evidence of toxemia and this is apparently 
out of all proportion to the apparent severity of the 
wound. ‘The skin is cold, pale, and clammy; the 
pulse is weak and rapid; the temperature becomes 
higher and higher, and delirium and death soon 
supervene. 

Infection by the gas bacillus may be divided into 
three groups, and on the recognition of this fact 
the plan of treatment is decided upon. They are 
grouped according to the following evidences: 

1. A purely local infection recognized by the 
bacteriological findings, the dirty appearance of the 
wound, and the characteristic odor. 

2. A wound with a spreading cellulitis, with a 
tendency to toxemia and other evidences just 
mentioned. 

3. The cases of typical gas gangrene occur in 
wounds in which the traumatism involves disturb- 
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ance of the circulation, like the severing of an artery 
with devitalization of the parts. The first and 
second signs are all present but greatly intensified. 

Treatment of wounds infected by bacillus aerogenes 
capsulatus. As soon as the diagnosis has been made 
or the presence of the organism is suspected, the 
patient is etherized, the skin surrounding the wound 
is shaved and next painted with tincture of iodine. 
Slough, traumatized tissues, and necrotic areas 
should be cut away and the wound then swabbed 
with carbolic acid followed by alcohol or iodine. 
The wound is next dressed with gauze soaked in 
hypochlorous acid solution or chlorinated soda. If 
cellulitis is present all infected parts should be freely 
incised and free drainage should be practiced in the 
wound proper by the employment of rubber tubes, 
rubber tissue, or gauze. 

Amputation by circular flaps should be performed 
in extensive wounds of the upper or lower limbs, and 
the wound should be left wide open. Wounds in- 
fected by anaerobic bacteria do better when they 
are freely exposed to the air. Peroxide of hydrogen 
and other antiseptics have been used in these in- 
fections but the use of free incisions and drainage 
followed by continuous bathing with hypochlorous 
acid seems to give the best results. Later when the 
wound has become comparatively clean and the 
infection is subsiding the author resorts to the saline 
solution. 

Bone-plating and bone-grafting. Internal splints 
in the treatment of fractures with sepsis has never 
been a popular method of treatment and until 
the present war it was not advocated by anyone to 
our knowledge. In a valuable contribution on the 
subject written by N.C. Lake, British Medical Jour- 
nal, 1915, ii, 44, he argued that in certain cases the 
method could be used to advantage. Penhallow 
maintains that the procedure has been too sweep- 
ingly condemned, and that under certain conditions 
it is justifiable. He has had fifteen cases of plating 
without a failure. The conclusions are: 

1. A certain degree of judgment is necessary in 
the selection of a case suitable for treatment by 
plating. 

2. The method is indicated in cases with marked 
deformity and overriding of fragments, with little 
comminution, and in which reduction and fixation 
in proper alignment and position can be obtained 
in no other way. 

3. In compound fractures with much comminu- 
tion, in which there is no deformity, and when align- 
ment is easily accomplished the old method of 
immobilization, removal of loose fragments, and 
ample drainage may be pursued with advantage. 

4. In all gunshot fractures, union and return of 
function are a matter of many months at best 
regardless of the method of treatment employed. 

5. The objection that plates cause necrosis is 
true, but necrosis takes place in the other methods 
of treatment as well, and it is claimed that necrosis 
due to the presence of a plate is limited. Penhal- 
low’s own conclusions on this point are as follows: 
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a. Even if an infection be present in the wound, 
union will take place. 

b. Early removal of the plate is indicated as soon 
as there is any callus formation, and ‘this is an im- 
portant point, as callus will not form at the site of 
the plate, but will form everywhere else. 

c. Convalescence is not protracted much longer, 
if at all, than in other cases. 

d. Better alignment and position are obtained 
from the very beginning with less resultant de- 
formity. 

e. Adequate drainage should be established in all 
cases, not only of the soft parts, but of the medullary 
canal itself. 

Bone-grafting. Autogenous bone-grafts are em- 
ployed successfully in cases of partial or only partial 
non-union. The presence of the graft is supposed 
to have an osteogenetic effect and, as a result, a 
firm bony union takes place within a very short time. 

It is safer to wait until all healing has taken place, 
and for some time thereafter. Otherwise the opera- 
tion for the placing of a bone-graft will prove a 
failure by lighting up latent infection. 

The method used in the American Women’s 
War Hospital is that advocated by Albee in his 
work on “Bone-Graft Surgery,” the technique of 
which is so well-known that it need not be referred 
to here. 

The chapters on head, face, neck, trunk, and head 
injuries, afford much of value and interest to the 
military surgeon. We wish to congratulate Doctor 
Penhallow for his valuable contribution on a branch 
of surgery that was considered ancient history only 
a very few years ago. Louis A. LAGARDE. 


Marsiglio, G.: The Surgery of War (Appunti di 
chirurgia di guerra). Riforma med., 1916, xxxii, 893. 


Marsiglio’s experience derived from the examina- 
tion of 5,981 wounded with 6,613 lesions leads him 
to these conclusions: 

1. Bullet injuries are most frequent, 57.8 per 
cent. There is, however, a noteworthy increase of 
artillery projectile wounds as compared with past 
wars, i.e., from about 24 to 42 per cent. The num- 
bers depend on the kind of fighting; artillery wounds 
increase among defenders of fortified positions. 

2. Injuries of the limbs are the most frequent 
kind, 65.2 per cent; next in point of frequency are 
cranial wounds, 19.1 per cent; thoracic, 8.04 per 
cent; abdominal 5.4 per cent. 

3. In the case of bullet wounds next to those of 
the limbs thoracic and abdominal wounds are the 
most frequent. In the case of artillery the head and 
face are most frequently the site of injury next to 
the limbs. 

4. Of the injuries 80.2 per cent were of the soft 
parts; 7.6 per cent cavitary injuries; and 12.1 per 
cent skeletal. In limb wounds there is a preference 
for the right side of the body. 

5. The immediate mortality has been 3.02 per 
cent, abdominal, craniocerebral, limb, and thoracic 
injuries being fatal in the order named. 
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The practical lessons which Marsiglio has de- 
rived are summed up as follows: 

1. At the front only the most indispensable 
surgical operations should be done. Artillery 
wounds should be invariably considered as infected 
and treated by removal of foreign bodies, disinfec- 
tion of tract, contra-aperture, and drainage. Ab- 
dominal injuries should be hospitalized immediately 
and close to the firing line. 

2. To abstain from the use of antiseptics — oxy- 
genated water should be used plentifully. Super- 
ficial projectiles may be extracted in the ambulances, 
using rigorous asepsis. 

3. Trunk or limb wounds should never be 
sutured. Attempts may be made to draw the edges 
together in facial wounds not excessively contused. 

4. Limb injuries should always be immobilized 
even when there is no osseous lesion. 

5. Morphia administered hypodermatically should 
be used freely except when specially contra-indi- 
cated. W. A. BRENNAN. 


Martin: Criticism of the Advanced Surgical Post 
(Critique du poste chirurgical avance). Presse 
méd., 1916, p. 385. 

Martin denies some of the advantages which have 
been claimed for advanced surgical posts in the 
battle line. In his opinion, these advantages are 
sometimes more theoretical than real. Even in 
some such stations the wounded do not arrive till 
more than ten hours after injury, when neither ex- 
tensive hemorrhagic cases nor abdominal wounds 
can be benefited. 

In an advanced active fighting section the sur- 
gical post is impractical, and in a calm section it is 
useless if not harmful. Under no circumstances 
can it replace the surgical ambulance, providing 
the latter is sufficiently equipped both as regards 
the personnel and their surgical requirements. 

W. A. BRENNAN. 


INDUSTRIAL SURGERY 


Vest, W. E.: Backache Among Railway Employees. 
West Virg. M. J., 1916, xi, 121. 


Between January 1 and July 1 there appeared 
at the Chesapeake & Ohio Hospital for treatment 
95 men who suffered from backache, either alone 
or as one of the chief symptoms. 

Under the term backache are included pain in 
the region between the inferior angles of the scapula 
and the inferior extremity of the sacrum. A 
classification of the causes is as follows: 


Relaxed sacro-iliac ligament................. 2 


In the 43 traumatic cases, there was, with few 
exceptions, no visible pathology. In the majority 
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of them the injury could be traced to some definite 
incident in the work of the patient, most often 
lifting. Physical examination is usually negative, 
except that bending forward increases the pain and 
bending backward beyond the erect posture usually 
affords marked relief. 

Lumbago is more or less of a wastebasket into 
which Vest has tossed the backaches which were 
probably of rheumatic origin. The chief differen- 
tial point between these and the foregoing is that 
pain is elicited by bending the body both forward 
and backward. 

Phosphaturia may give a severe backache. In 
approximately 12.5 per cent of the series this imper- 
fectly understood metabolic disturbance appears 
to have been the underlying factor. This type of 
backache is not very much influenced by motion, 
if at all, and the pain often radiates along the 
ureters and to the penis. 

The cases of stone and sacro-iliac slip gave the 
usual findings and do not call for special comment. 

In the cases listed under appendicitis it is not 
sure that the backache was not due to an excessive 
phosphatic excretion, as phosphaturia is often a 
finding in chronic appendicitis. 

Epwarp L. CoRNELL. 


HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 


Insufficient Evidence of Malpractice. 
1916, XC, 770. 


Med. Rec., 


The suit cited arose from the following facts 
as shown by the testimony introduced at the trial: 
The plaintiff while a patient in a maternity hospital 
was injured by the breaking of the glass point or tip 
of a vaginal douche inserted into the vagina; the 
broken fragments were allowed to remain in her 
and she left the hospital ignorant of this condition; 
she thereafter consulted the defendant, who also 
attended her in the hospital, because of her con- 
tinued suffering, and he attributed her pain to the 
failure of the stitches to heal or to the non-absorp- 
tion of the gut used for this purpose. The plaintiff 
secured a judgment against the defendant. The 
defendant appealed and the Appellate Court re- 
versed the judgment and remanded the case for 
new trial. 

The opinion of the reviewing court in this case 
set forth in detail the grounds for its decision. 
The court said: ‘It would hardly be profitable to 
enter into a discussion of the facts in this case in 
this opinion. The plaintiff has completely recov- 


ered. The only negligence claimed against the 
defendant is for his delay in making such an exami- 
nation of the vaginal cavity as would disclose the 
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foreign substance thereafter found. Two experts 
of standing have sworn in behalf of the defendant 
that it would have been poor surgery to have made 
such an examination as would have disclosed the 
existence of foreign substance before the time it was 
actually made by the defendant. One expert, on 
behalf of the plaintiff, has sworn that such an ex- 
amination ought to have been made three months 
before it was in fact made. It is always easy, after 
the cause of an injury has been found, to look back 
and say that that cause should have been sought for. 
To our mind the jury failed to give proper force to the 
fact that this defendant had never had the slightest 
cause for suspicion that any foreign substance could 
be causing this trouble. Every fact surrounding 
the case and its treatment would constitute almost 
proof of its absence. The breaking of the glass of a 
vaginal douche within the vagina is a circumstance 
so rare as not to have been reasonably contemplated 
at any time by the defendant, and for failure to 
anticipate this most unusual occurrence the de- 
fendant has been most unjustly charged with a 
substantial money judgment, and what is worse, 
with a stain upon his professional fidelity. That 
this verdict is clearly against the weight of evidence 
I have no doubt whatever.” 

By the ruling of the court just quoted together 
with the discussion of the evidence therein con- 
tained, it can easily be seen that although the case 
was remanded for a new trial the plaintiff will 
find it well-nigh impossible to introduce sufficient 
testimony to out-weigh the above opinion. This is 
the first opinion in a malpractice case which has been 
brought to the reviewer’s attention where any 
mention is made of the professional standing or 
reputation of the defendant by a reviewing court. 

J. A. CASTAGNINO. 


Malpractice: Burden of Proof on Plaintiff. Med. 
Rec., 1916, 1xxxix, 1ogt. 

The case of Hier vs. Sties, 110 N. E. 252, is another 
case illustrating the general accepted rule as to the 
burden of proof in malpractice cases. This case 
arose from ihe alleged negligence of a physician 
and surgeon in the treatment of an injured finger, 
and the court held that expert testimony as to what 
would be the ordinary, usual, and approved method 
of treating the injury under the same circum- 
stances was properly admitted. In a case of this 
kind the plaintiff must show that the defendant 
performed some act in his treatment which was 
not in accordance with the approved teachings 
or that he omitted to do some particular thing which 
should have been done, and further must show 
that such commission or omission resulted in the 
injury complained of. J. A. Castacnino. 


GYNECOLOGY 


UTERUS 


Alvarez, D. C.: Value of Vaginal Hysterectomy in 
the Treatment of Uterine Cancer (Valor de la 
histerectomia vaginal en el tratamiento del cancer 
uterino). Arch. de ginec., obst. y pediat., 1916, xxix, 
474. 


In general Alvarez considers that radiotherapy is 
the best and most efficacious method known for 
treating uterine cancer. Its action, however, is 
preferably of higher value in cases that are diagnosed 
early. In his own practice the global statistics 
show 29 per cent of cures which appear definite and 
37 per cent undoubted ameliorations, in cases 
treated by radiotherapy. 

Regarding extended abdominal hysterectomy as 
practiced by Wertheim and his school, Alvarez 
thinks that these extensive interventions have a 
very high percentage of mortality even when prac- 
ticed by the most capable surgeons. This mortality 
is much higher in the hands of gynecologists who 
lack the means of practicing high surgery. Definite 
recovery does not occur in more than 20 per cent 
of such operated patients. Simple abdominal hys- 
terectomy while it has a lower mortality makes 
possible the danger of dissemination of cancer- 
cells in the peritoneum. 

Discussing vaginal hysterectomy Alvarez points 
out that as regards ganglionary involvement 
Schottlaender and Kermanner only found it in 4 of 
677 cases followed. Murphy asserted that in 50 
per cent of uterine cancers, including the most 
advanced, extirpation of the ganglion was unneces- 
sary; and that the majority of ganglia, cancerous 
before operation, were cured after hysterectomy. 

The author’s personal statistics of vaginal hys- 
terectomy for proved cancer comprise 19 cases, of 
which 6 are known to be alive; 7 have died within a 
year or so after intervention; the condition of the 
remaining 6 is not known. Of the living, 1 was 
operated upon 7 years ago; 2, 4 years; 1, 3 years; 
1, 5 years; and the other for less than a year. 
There were approximately 20 per cent of more or 
less definite recoveries. Most of the patients were 
more than 55 years of age. 

The author thinks that vaginal hysterectomy in 
the treatment of cancer is within the scope of the 
most modest gynecologist. It is strictly limited 
to cases which are diagnosed early. The efficacy of 
this intervention is shown by the fact that 20 per 
cent of the operated cases have a definite or very 
prolonged recovery. The association of vaginal 
hysterectomy and roentgentherapy, both within 
the scope of every gynecologist, will give an in- 


creasing number of recoveries in cases of uterine 
cancer which are diagnosed at the right time. 
W. A. BRENNAN. 


Hogan, E. P.: Ligating the Internal Iliacs and the 
Percy Cautery as Adjuncts in the Treatment 
of Carcinoma of the Uterus. Tr. South. Surg. & 
Gynec. Ass., White Sulphur Springs, 1916, Dec. 


In the author’s early experience with complete 
radical abdominal hysterectomy for carcinoma in 
operable cases, his results were most disappointing. 
Since using the Percy cautery and ligating the 
internal iliacs and draining all cases of carcinoma of 
the uterus when doing the complete radical ab- 
dominal hysterectomy, he has not had a death. 
Five radical abdominal hysterectomy cases are 
reported in the series. Other cases have been done 
by the same technique, but they are omitted be- 
cause they were early cases and the diagnosis was 
based on macroscopic and clinical evidence. They 
could not be classed as positive carcinoma cases. 

In doing the complete radical abdominal hyster- 
ectomy for carcinoma of the uterus, the author urges 
the ligation of the internal iliacs, removal of all 
visible and palpable lymph-glands, thorough ster- 
ilization of the vagina, and the use of the Percy 
cautery. The vaginal mucosa adjacent to the cer- 
vix should be severed by the cautery and the involved 
mucosa destroyed by the cautery. 

Ten cases are reported. Erwarp L, CorNeELL. 


Dorland, W. A. N.: Perithelioma and Endothe- 
lioma of the Uterus. Surg., Gynec. & Obst., 1916, 
xxiii, 576. 

Dorland records a case of perithelioma of the 
uterus and makes a statistical and analytical study 
of all the endothelial tumors of the uterus recorded 
in surgical literature. He emphasizes the anatomi- 
cal and histological differences between the two 
groups of endothelial tumor, the peritheliomata 
and the endotheliomata. The latter spring from 
the endothelium of blood-vessels, lymphatics, and 
lymph-spaces, while peritheliomata arise only from 
the perithelium or outer lining of the adventitia of 
blood-vessels, outside of which is the perivascular 
lymph-space. An endothelial tumor arising from 
the blood-vessels is a very rare growth, much more 
so than that arising from the lymph-channels. The 
important point to note morphologically in a peri- 
thelioma is the persistence of the central lumen of 
the blood-vessel, while the tumor-cells are arranged 
radially and axilly from the adventitia of the vessel 
wall. On the other hand, the central space of the 
lymph or blood-vessel, the seat of an endothelioma, 
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will be found to be choked with a mass of cells. 
These tumors form a distinct entity oncologically, 
although they are closely allied to, if not constitut- 
ing, a true variety of sarcomata. 

A clinical study of endothelial tumor affords some 
interesting facts. At the most, not more than 300 
endothelial tumors of all kinds occurring in the 
human body have been recorded. The commonest 
sites appear to be the skin, testes, throat, the 
parotid and submaxillary glands, the neighborhood 
of the mouth and cheeks, the long bones, and the 
carotid gland. Other regions in which authentic 
cases have been noted are the eyelid, the optic nerve, 
the soft palate, the pelvic connective tissue, the 
brain, the subcutaneous connective tissue, the 
muscles, the kidney, the mamma, and certain 
serous membranes, as the pleura. Wherever 
occurring these tumors show a marked tendency to 
undergo hyaline degeneration. Endothelial tumors 
are slightly more common in women than in men. 
Age exerts a decided influence upon the growth: 
73.87,per cent of the cases occur after the age of 4o. 
The disease appears particularly in the fourth, fifth, 
and sixth decades of life; that is, between 31 and 
60 years of age. About one-third of all the recorded 
cases have occurred in the female generative organs. 
Up to date, but 50 cases of endothelial tumor have 
been recorded as occurring in the uterus. Of these, 
the average age was 46 years. Perithelioma of the 
uterus seems to develop a little later than endothe- 
lioma, the cases averaging 48.25 years, while the 
average age of the endotheliomata was 43.75 years. 
Sixteen of the women were 50 years old or more. 
As two-thirds of the women with uterine sarcoma 
are below the average in childbearing, have not 
reached puberty, or have not borne children for a 
long time, a striking clinical difference will here be 
noted between uterine sarcomata and endothelial 
tumor. 

Bleeding, at times amounting to flooding, is a 
very persistent symptom. Generally, the clinical 
manifestations are those of malignancy — bleeding, 
foetid, purulent discharge, and pain — or those of 
fibroid tumor — bleeding with a decided tumor- 
mass or uterine enlargement. The cases give a 
death-rate of 29.79 per cent, including the primary 
mortality — 17 per cent —and death from subse- 
quent complications and recurrence of the malig- 
nancy. Most of the peritheliomata originate in the 
body of the uterus, while half of the endotheliomata 
spring from the cervix. These endothelial tumors 
of both groups are frequently associated with or 
develop in the tissues of fibromyomata of the uterus. 


Ribas Ribas, E.: The Menopause and Uterine 
Fibromata (Menopausia y fibromas del utero). 
Arch, de ginec., obst. y pediat., 1916, xxix, 428. 


Sarcomatous transformation of uterine fibromata 
is rare, 3 to 5 per cent, but carcinomatous trans- 
formation is frequent. Hertel’s statistics of 468 
cases.show 29 malignant transformations of which 
15 were carcinoma. If it is taken into account that 
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this malignant transformation usually occurs during 
and after the menopause it is easy to arrive at the 
conclusion that the menopause, far from being a 
period of salvation in the sense of curing uterine 
fibroma, favors their development by the vascular, 
nutritional, and toxic disturbances which occur at 
this time and which are forcible agents in the de- 
velopment of structural alterations of the fibroma; 
moreover, malignant degeneration is favored by the 
age of the patient who is then in a state of degenera- 
tion. 

A surgeon cannot, therefore, hold out any hope 
to a patient with a uterine fibroma that the meno- 
pause will ameliorate her condition, amelioration 
will rather be retarded, and such retardation may 
signify profound alterations in the nature of the 
neoplasm itself, : 

Ribas Ribas presents short histories of 34 cases 
of uterine fibroma operated upon between the ages 
of 45 and 65, which clearly indicate the influence 
which the menopause exercises on the fibroma, and 
which illustrate the opinion above expressed. In 
these 34 cases there were 4 sarcomatous transforma- 
tions, 4 coexisting cases of cancer and fibroma; glyco- 
suria, albuminuria, nervous troubles, etc., were 
often complications, due to the period, which hin- 
dered surgical intervention. There were 6 deaths 
in these 34 cases, while in 48 other cases of fibroma 
without such complications and at an age distant 
from the menopause there were only 4 deaths. The 
author, therefore, concludes that the menopause is 
more detrimental than favorable for uterine fibroma. 

While in general the opinion that the menopause 
will cure a fibroma is erroneous, yet it cannot be 
denied that in certain cases it may exert a favorable 
influence. It will be a clinical matter to decide when 
to abstain or intervene. A fibroma patient ap- 
proaching the menopause who does not show 
marked genital alteration phenomena may hope, but 
in the presence of alterations attributable to the 
menopause, if such are marked by haemorrhages or 
increase of volume of the tumor, or painful exacer- 
bations, or anemia, or toxic phenomena, such in- 
dications exclude any hope of betterment from the 
menopause. W. A. BRENNAN. 


Sheehey, J. J.: Removal of an Interstitial Fibro- 
myoma. JN. Y. M.J., 1916, civ, 253. 


The author reports a unique case of extraction 
of an intramural fibromyoma situated in the lower 
uterine segment, at full term, immediately after 
manual delivery of the placenta, on account of 
hemorrhage. The extraction was accomplished 
by the hand in the uterus. D. H. Boyp. 


Allen, J. M.: An Operation for Retro- and Down- 
ward Displacements of the Uterus. 
Gynec. & Obst., 1916, xxiii, 618. 


The essential procedure in this operation consists 
in utilizing strips of the rectus sheaths cut from 
the edges of the usual midline incision, the upper 
end free the lower left attached, for a hammock 
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support of the uterus. An incision is made in the 
posterior surface of the uterus joining two points 
just below the uterine ends of the round ligaments, 
on either side. A right-angle jawed hemostat is then 
thrust through the following structures from 
behind forward in the order named: the broad 
ligament just below the uterine end of the round 
ligament, the parietal peritoneum and posterior 
rectus sheath, and the fibers of the rectus muscle, 
appearing at the cut edge of the rectus sheath. The 
free end of the strip on that side is grasped and 
drawn backward and the same procedure is followed 
on the other side. The strips are then cut to proper 
length and sutured end-to-end in the bottom of the 
groove made in the posterior surface of the uterus. 
The incision in the uterus is then closed and one 
or two stitches are taken, attaching the strip, the 
round ligament and the broad ligament at their 
point of contact, and the abdomen closed. 

The advantages of the method are that non- 
yielding tissues are used and the support is thus more 
permanent. Further, the uterus is made a link to 
hold the vaginal walls in place, and much better 
anatomic position is secured and maintained than 
in a large number of the operations devised for the 
relief of these conditions. It is obvious that this 
method can be used only in patients where steriliza- 
tion has been secured or in those past the menopause. 


Pilcher, J. D., Burman, G. E., and Delzell, W. R.: 
The Action of the So-called Female Remedies 
on the Excised Uterus of the Guinea Pig. 
Arch. Int. Med., 1916, xviii, 557. 


By extensive experimentation, the authors have 
endeavored to ascertain the specific physiological 
action upon the uterus, of a number of the drugs 
used in the so-called ‘“‘female remedies’”— pro- 
prietary and “‘patent.”’ 

In a general way, their method consisted in testing 
the action of a given drug — fluid extract or in- 
fusion —in various dilutions, ranging from 1:100 
to 1:100,000, upon excised strips of uterine muscle. 
These strips of muscle were attached to a lever and 
submerged in a bath (50 ccm.) of Tyrod’s solution 
at a temperature of 38° C., through which a constant 
current of oxygen was passed. The ordinary re- 
volving drum was used to record the tracings. 

A tabulated summary of the action of each drug 
tested on the rate and amplitude of the excursions 
and on the tone of the muscle strips, is appended. 

The final conclusions from this study are summed 
up as follows: 

The drugs employed, with but one exception, 
manifest their actions on the amplitude of the con- 
tractions rather than on the tone or the rate of 
contraction. The action is essentially the same 


on the pregnant and on the virgin uterus. 

The following drugs lower the amplitude of the 
excursion, as their primary action: aletris farinosa, 
pulsatilla pratensis, scrophularia nodosa and ich- 
thyomethia piscipula are very active in the strengths 
used; valeriana officinalis (the oil is very active) and 
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cypripedium pubescens somewhat less active; 
dioscorea villosa, scutellaria lateriflora, and senecio 
aureus least of all. 

Caulophyllum thalictroides puts the strips into 
tonic contraction or tetanus. 

Chamaelirium luteum, leonurus cardiaca, passiflora 
incarnata, mitchella repens, viburnum opulus and 
viburnum prunifolium, acer spicatum, cnicus bene- 
dictus, carduus marianus, and castanea dentata are 
inactive. 

The following infusions only are active and they 
are less active than the corresponding alcoholic 
preparations: Jleonurus, scrophularia, ichthyo- 
methia, and cypripedium. Harvey B. MattHews. 


Razetti, L.: Hysterectomy (Las _histerectomias). 
Gac. méd. de Cardcas, 1916, xxiii, 137. 


From a long experience and study of hysterectomy 
and fortified by the expressed opinion gathered by 
corresponding with his leading colleagues, Razetti 
comes to the following conclusions regarding the 
operation: 

1. Hysterectomy is a perfectly regular operation, 
the operative procedure being established on the 
data based on the anatomy of the contents of the 
female pelvis. 

2. The perfection reached in the operative tech- 
nique of abdominal hysterectomy has given to this 
operation an indisputable superiority over vaginal 
hysterectomy. 

3. Each of the known procedures for uterine 
extirpation by the abdominal route has its special 
indications; the surgeon should be equally familiar 
with all and should know when to apply them 
opportunely. 

4. When the uterine neck is healthy and there is 
no reason to fear its ultimate degeneration sub- 
total hysterectomy should be preferred. 

5. In every abdominal hysterectomy, except in 
cases of uterine cancer, the uterus and adnexe 
should be attacked in the lower part; vessels should 
be ligated in their trajectory, and the bottom of the 
pelvis covered with peritoneum. 

6. In every septic case and always when there is 
reason to fear a pelvic infection, this cavity should 
be drained by the vagina, by the abdomen, or by 
both at the same time. 

7. The result of abdominal hysterectomy de- 
pends to a great extent upon the prior preparation 
of the patient, the rapidity of the intervention, and 
the postoperative care. 

8. Vaginal hysterectomy has its precise indica- 
tions and its unquestionable advantages; it would 
be a grave error to ignore it systematically. 

9. In vaginal hysterectomy, there is one funda- 
mental maneuver which should never be neglected, 
i.e., hemisection — anterior or total. 

10. In vaginal hysterectomy permanent clamps 
are preferred to preventive hemostasis and buried 
ligatures, which should be reserved for hysterec- 
tomies, for genital prolapse, and to prevent the 
ligatures from relaxing. 
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11. In genital prolapse the uterus should not be 
extirpated unless the prolapse is complete and ir- 
reducible, or the uterus is diseased, or the woman 
past the menopause. The operation is always 
terminated by an anterior colporraphy and a colpo- 
perinorraphy with myorraphy of the anal levators. 

12. In uterine cancer when the disease is limited 
to the neck or to the corpus, total hysterectomy 
should always be done. If the disease is in the early 
stages and the uterus freely movable vaginal hys- 
terectomy may be done. If the periuterine tissues 
are beginning to be invaded total abdominal hys- 
terectomy should be done with prior dissection of 
the ureters. If the disease is greatly advanced it is 
better to abstain from a radical operation. 

13. Asa general rule in every hysterectomy opera- 
tion that method and procedure should be selected 
which in each particular case offers the best guaran- 
tee of ease and rapidity of intervention with the 
least immediate danger for the patient and which 
promises the best and most durable results for the 
future safety and condition of the patient, this being 
the desired end of every surgical intervention. 

W. A. BRENNAN. 


Stacy, L. J.: Results of Myomectomy. Si. Paul 
M.J., 1916, xviii, 344. 

In the series of 323 cases in which myomectomy 
was done in the Mayo Clinic from 1907 to 1914, 
inclusive, the average age of the patients was given 
as 37 plus years, the youngest 25 years and the 
oldest 59. Of these over 46 per cent were 30 years 
of age or under and 70.9 per cent were 40 years of 
age or under. Of the 252 married women 51.9 per 
cent had ‘borne children. This percentage of preg- 
nancies is much higher than that given by most 
writers. Of those who had borne children 28 per 


cent had had miscarriages also. Of the series, 1 5 


per cent had had miscarriages only. 

Up to the present time myomectomy seems to be 
the ideal treatment of myomata. While the X-ray 
and radium may later prove to be the treatment of 
choice, sufficient time has not yet elapsed to know 
their ultimate effect on the uterine and ovarian 
tissues and their function. 

The operative mortality was 0.6 percent. In 22.5 
per cent of cases there was an elevation of tempera- 
ture following operation, but no complications to 
prolong the convalescence beyond the usual time. 

Of the series, 203 cases were followed. Six 
had died — cause not stated. A later hysterectomy 
had been performed in 7 cases, i.e., 3.4 per cent of 
the patients heard from. A curettement had been 
done in three cases. The menopause had occurred 
during the interval since operation in 20 cases. 
Menstruation was reported as regular and normal 
in 85 per cent; profuse in 11.3 per cent; scant and 
irregular in 16.3 percent. ‘There had been 6 miscar- 
riages, 3 occurring in one woman. Normal, full- 
term pregnancy had occurred 18 times. One pa- 
tient, who had been married three years before the 
operation without having been pregnant, had 3 full- 
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term pregnancies and one miscarriage following the 
operation. In 5 other cases of sterility before the 
myomectomy, normal pregnancies occurred follow- 
ing operation. One patient who had had a previous 
miscarriage had a normal full-term pregnancy after 
operation. There were 4 cases of pregnancy at the 
time of myomectomy and these continued to full 
term. Epwarp L. CorNeE Lt. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Radio, M. V.: Marsupialization as a Method of 
Treatment of Some Cystic Tumors (La mar- 
suplialization como medio de tratamiento de algunos 
tumores quisticos). Prog. clin., Madrid, 1916, No. 4. 


The treatment of ovarian cysts by extirpation is 
so frequent, simple, and efficacious, that as a rule 
no other method is considered. In some cases of 
cysts coming to the author’s practice he thought it 
better to proceed by marsupialization. These cases 
were (1) suppurated ovarian cysts; (2) large ovarian 
cysts extraperitoneally developed; (3) certain hy- 
datid cysts. 

Compared with total extirpation the procedure 
by marsupialization and evacuation is relatively 
innocuous, especially when the cysts are large 
and embedded in connective tissue. 

While in general the author is satisfied that extir- 
pation will best meet the requirements in a great 
majority of cases yet he thinks that in cases such 
as he describes in which extirpation is a very serious 
procedure there can be no doubt but that marsupial- 
ization will be less of a risk and be quite efficacious 
in its results. W. A. BRENNAN. 


Davis, C. H.: A Contribution to the Etiological 
Study of Ovaritis. Surg., Gynec. & Obst., 1916, 
xxili, 560. 


The author reviews briefly the cultural and ex- 
perimental work of Rosenow and himself (Abstract- 
ed Internat. Abstract of Surgery, 1916, xxiii, 300), 
and gives a more elaborate discussion of this subject 
from the question of etiology, backing up his claims 
by clinical observations recorded in the writings of 
both gynecologists and clinicians. A few case 
histories are given in abstract to show the more 
common symptoms and operative findings in pa- 
tients whose ovaries showed relatively large num- 
bers of the streptococcus viridans. 

The not uncommon history of pelvic trouble fol- 
lowing anginal attacks during the menstrual period; 
the occurrence of pelvic infection following imme- 
diately after tonsillitis; the discovery of chronic 
tubo-ovarian inflammation in a young woman with 
a congenital stenosis of the cervix and uterus, with an 
imperforate vagina, and the isolation of the strepto- 
coccus viridans from her left ovary; together with the 
experimental production of ovaritis in animals seems 
conclusive proof that hematogenous infection of 
the ovary occurs and that it may be responsible 
for much of the chronic ovaritis in which there is 


we 
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not a definite history of gonorrhoea or puerperal 
sepsis. 

A study of the tissues together with a careful 
review of the histories gives no new or definite 
means of choosing between a conservative or radical 
operative procedure. Since some ovaries are sterile 
and many contain only a few organisms, the author 
believes that this study favors conservation of the 
ovaries whenever the operative findings will permit. 
In this series it was usual to find rather large num- 
bers of streptococci in the ovaries of the patients 
who came to second operation. It is better for a 
young woman to submit to the second operation 
than lose both ovaries the first time, even if there 
is an equal chance that the conserved ovarian tissue 
may degenerate. 


Novak, E.: : The Corpus Luteum; Its Life et -—s 
Its Réle in Menstrual Disorders. Fe 
Ass., 1916, Ixvii, 1285. 


With a few exceptions, those who have studied the 
corpus luteum in the past have seemed to disregard 
the fact that, like the endometrium, it undergoes 
a change from day to day. The stereotyped con- 
ception of the corpus luteum seems to have been 
that of a large structure, with brilliant yellow un- 
dulating walls, standing out sharply from the cut 
surface of the ovary. While this description fits 
the corpus luteum in certain stages of its develop- 
ment, it is altogether incorrect as applied to others. 
The above mentioned characteristics are apt to be 
those of the fully developed corpus luteum, which 
has, however, reached this stage only after a pro- 
cess of gradual development extending over many 
days. The presence of the large yellow walled cor- 
pus luteum does not, therefore, signify that ovula- 
tion has occurred just previously, as so many have 
assumed in discussing the subject. 

In its earliest stages, just after rupture of the 
graafian follicle, the corpus luteum is usually a small, 
collapsed structure, with thin, moderately undulat- 
ing walls, which are of a grayish yellow hue instead 
of the brilliant yellow color of the later stages. For 
this reason the earliest stages are very inconspicuous 
and are usually overlooked. Indeed, their dis- 
covery, even with careful search, must be looked on 
as accidental in a large measure. ‘The difficulty of 
securing corpora lutea in these early stages is in- 
creased by the uncertainty as to the exact time of 
ovulation, so that it is not possible, in the present 
stage of our knowledge, to arrange operations of 
election with a view of obtaining these early corpora 
lutea. Again, there is much evidence that the 
changes in the early history of the corpus luteum 
take place very rapidly, so that the earliest stages, 
speaking histologically, extend over a comparatively 
short time. 

Five specimens of early corpus luteum are re- 
ported which are alike in the very important par- 
ticular that in all of them the epithelial cells of 
the granulosa are quite intact. This fact is of 
prime importance in the consideration of the origin 


of the lutein cells. One of the strongest arguments 
against the epithelial origin of these cells has been 
the alleged degeneration and disappearance of the 
membrana granulosa after rupture of the follicle. 
In each of the five specimens, however, the epithe- 
lium is well preserved. This is the vital point in 
connection with the question of the origin of the 
lutein cell. 

As to the time relation of these early corpora 
lutea to the menstrual cycle, only two of the five 
cases, unfortunately, can give any trustworthy 
evidence, owing to the irregular bleeding present in 
the others. It would be indiscreet to draw from this 
small group of cases any conclusions as to the time 
of follicular rupture. The author simply states 
that in the five cases reported ovulation seems defi- 
nitely to have occurred in the first half, or, per- 
haps, the second quarter of the intermenstrual period 
and that the time of follicular rupture is subject to 
a certain— perhaps a considerable — degree of 
individual variation. 

The later stages of the development of the corpus 
luteum he passes over much more briefly, as his ob- 
servations differ in no important respect from those 
of Meyer. The most significant feature of this 
stage, however, is the invasion of the lutein layer 
by small blood channels. These are clearly trace- 
able back to the ring of blood-vessels which marks 
the division between the granulosa and the theca. 
Some of the blood in the lutein zone is present in 
definite endothelium-lined vessels, while some lies 
free between the cells, making its way to and into 
the cavity of the corpus. Even in this early stage, 
endothelial cells may be observed here and there 
to push out into the lumen, forecasting the organiza- 
tion of the blood contents which takes place in the 
late stages of the corpus luteum. It will also be 
seen that vascularization of the lutein layer is 
chiefly responsible for the bleeding into the cavity 
of the corpus and for the organization of the lumen 
contents. From a physiologic point of view, it is of 
great importance because, in addition to carrying 
nutriment to the lutein cells, it enables their secre- 
tion to be emptied directly into the blood stream. 
Together with the advance in the development of 
the lutein cells, there is a corresponding retrogression 
in the theca cells. They have lost most of their 
fat and are apparently reverting to the type of 
ordinary connective-tissue cells. 

An exceedingly interesting feature of many cor- 
pora lutea, especially near the stage of maturity, is 
the remarkable development of the theca interna 
cells. The theca cells are fully as well-developed 
as. are the lutein cells, though of quite a different 
type. The contrast is very striking. The large 
size of the theca cells, their alveolar arrangement, 
the richness of their blood supply, all suggest a 
glandular structure and function. The author does 
not believe, as does Meyer, that the theca cells, 
after fulfilling a nutritive function in the earliest 
stages of the corpus luteum retrogress and serve no 
further purpose. 
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There can be little doubt that the corpus luteum 
possesses at least a dual function. Since the lutein 
cells proper are almost certainly concerned in the 
causation of the menstrual phenomena, perhaps the 
paralutein cells are in some way concerned in the 
other important function ascribed to the corpus 
luteum. This, however, is a problem of biologic 
chemistry. Within the author’s observation of 
nineteen corpora lutea exhibiting marked develop- 
ment of paralutein cells, all but a few were removed 
from patients who gave histories of profuse and, in a 
few instances, irregular menstruation. It is curious 
to note, also, that many of the patients were sterile. 
In some cases pregnancy had never occurred al- 
though the patient had been married many years, 
while in others there had been a long period of sec- 
ondary sterility. Epwarp L, Cornett. 


EXTERNAL GENITALIA 


Hess, A. F.: Provocative and Prophylactic Vac- 
cination in the Vaginitis of Infants. Am. J. 
Dis. Child., 1916, xii, 466. 

Postmortem examinations show that in the sub- 
acute and chronic cases of vaginitis in infants the 
cervix is most frequently involved and that the 
vagina generally shows no signs of inflammation. 
Cervicitis would, therefore, seem to be a more cor- 
rect term, in this connection, than vaginitis. 

Where numerous pus-cells without bacteria are 
found in smears made from the cervix, an in- 
flammation may be assumed to be present, and in 
the overwhelming majority of instances the in- 
citing factor will be found to be the gonococcus. 
Other micro-organisms may, however, be the cause 
of the inflammatory process, for example, a strepto- 


coccus, as in a case which was studied both during . 


life and after death. It should be borne in mind 
that smears taken from newborn infants very 
frequently show pus-cells, probably due to the 
invasion of the vagina by saprophytic bacteria, and 
that in the newborn, they should not be considered 
pathologic or as evidence of gonococcal inflammation. 

Gonorrhoeal vaginitis, or cervicitis, should not be 
regarded as a disease encountered especially in 
institutions, as it may be found in a considerable 
proportion of infants living in the crowded tene- 
ments in the city. 

In child-caring institutions the greatest obstacle 
to limiting and controlling the spread of this disease 
is the difficulty of recognizing latent cases. It 
affords, therefore, but one more aspect of the 
problem of the healthy but dangerous carriers, and 
of the difficulty of devising methods to prevent 
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contact infection. By means of provocative in- 
oculations of gonococcus vaccine it has been found 
possible to convert the concealed carrier into an 
open case and in this way to discover many cases 
which had eluded detection. Vaccinations have 
also some prophylactic value and may either confer 
protection or render subsequent infection mild in 
character, so that it assumes a bacteriologic rather 
than a clinical type. 

There is not only a natural susceptibility to this 
infection and an acquired susceptibility, as occurs 
in the course of scarlet fever, but a natural immun- 
ity which may be sufficient to protect infants who 
come in contact with infected patients. 

Epwarp L. Cornett. 


MISCELLANEOUS 


Siegel: The First 1,000 Gynecological and Obstetri- 
cal Operations Under Regional Anzsthesia 
(Bericht ueber das erste Tausend gynezkologischer 
und geburtshilflicher Operationen in Leitungsanaes- 
thesie). Deutsche med. Wchnschr., 1916, xlii, 1179. 


Comparing the lumbar, sacral, and paravertebral 
regional anesthesia (nerve-blocking), ideal an- 
zsthesia was obtained in 56 per cent lumbar; 47 
per cent sacral; and paravertebral in 90.7 per cent. 
Where supplementary narcosis was necessary on an 
average 3 g. chloroform and 13 g. ether were re- 
quired for lumbar anesthesia; 9 g. chloroform and 
8.6 g. ether in sacral; and 0.7 g. chloroform and 8.6 
g. ether in paravertebral anesthesia. 

The superiority of the paravertebral anesthesia 
is therefore apparent. The 1,000 cases operated 
upon by Siegel included 419 abdominal operations, 
(129 being adnexal operations), 17 nephrectomies, 
249 vaginal operations, and 52 obstetrical opera- 
tions — 2 Porro cesarean sections. With 90.7 
per cent of absolute results and with a total opera- 
tive duration of over 800 hours, only a small amount 
of supplemental inhalation narcosis was necessary, 
which shows the value of paravertebral anesthesia.. 
Moreover, except for temporary pallor, and a 
temporary pulse increase, no other untoward symp- 
toms appeared in 862 cases. In only 7 per cent was 
there a slight perspiration; in 3.8 per cent there was 
temporary inclination to vomit; and in 2.6 per cent 
actual vomiting occurred. Neither death nor dis- 
turbance of respiration was observed. The after- 
symptoms were very slight and temporary. 

No contra-indications to paravertebral an- 
zsthesia have so far been observed. It has the dis- 
advantage that each nerve has to be anesthetized 
separately. W. A! BRENNAN. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Raimat, M. F.: Ectopic Pregnancy Coexisting with 
Uterine Pregnancy ([Embarazo ectopico co- 
existiendo con embarazo uterino). Arch. de ginec., 
obst. y pedial., 1916, xxix, 450. 


Cases of simultaneous tubal and uterine pregnancy 
are extremely rare. The statistics of Neugebauer 
taken from the world’s literature and published in 
1913 Showed 243 cases in all, 107 of which were pub- 
lished in the 18th and roth centuries and the re- 
maining cases from 1901 to 1913. Weibel in 140 
ectopic pregnancies cites 1 case with uterine preg- 
nancy; Neugebauer 2 in 131 such cases. 

The author reports a personal case in a woman of 
25. The history showed two previous abortions. 
The author saw her about fifteen days after a third 
abortion, when there was abundant and continuous 
metrorrhagia. The uterus was large and patulous 
and nothing suspicious was noticed in the adnexal 
region on examination. Curettage was practiced 
and a sufficient amount of placentary and mem- 
branous remnants extracted to leave no doubt of the 
prior pregnancy. Some days later there were sharp 
pains in the left adnexal region. These persisted 
until the patient left the clinic; there was an evident 
tumefaction in the region which suggested either a 
small cyst or the possibility of an ectopic pregnancy. 
Some days later the author received an urgent call 
and the symptoms left no doubt that it was a case of 
tubal abortion. 

On laparotomy after removal of extensive intes- 
tinal adherences a large hematosalpinx was dis- 
closed on the left side which circumscribed the whole 
posterior face of the uterus, completely covered the 
fundus, and was strongly adherent to the opposite 
tube. Raimat executed a subtotal hysterectomy. 
The postoperative course was normal. The hema- 
tosalpinx contained evident embryonic remains 
resembling a two months’ foetus. The author is 
satisfied that in this case both ova were fecundated 
at the same time. W. A. BRENNAN. 


Lothrop, E. P.: Extra-uterine Gestation. JN. Y. 
M.J., 1916, civ, 735. 

The author reviews the symptomatology of this 
condition with illustrations taken from a group of 
83 cases which were carefully studied. ‘The records 
show no pathognomonic signs of unruptured extra- 
uterine pregnancy. It is often suspected, but con- 
fused with gonorrhoeal salpingitis, hamatosalpinx, 
and retroverted gravid uterus with prolapsed ovary. 

It is suggested that diagnosis at the time of 
rupture seems to depend upon the severity of the 
symptoms, rather than the grouping of symptoms, 


64 of these cases being discovered between 14 and 
365 days after the rupture. That collapse, which 
occurred only in 10 cases, is not always in proportion 
to the amount of blood lost as shown by Waldo; that 
many cases complained of upper abdominal pains 
which were mistaken for disturbances of digestion; 
that care in the taking of histories would have shown, 
in most cases, at the time of rupture, suggestive 
symptoms of this condition; that most of these 
cases had had several attacks of pain before being 
seen by the surgeon. 

After rupture, the history of supposed pregnancy, 
pain, shock, flowing, development of tumor, and 
exsanguination make the diagnosis relatively easy. 
In spite of this, records show a surprising number of 
such cases having delayed operation, and the author 
urges more careful history taking and ever-present 
suspicion of this condition. 

The operative findings and complications are 
reviewed and surgical treatment discussed. 


Barrionnevo, I. M.: A Case of Tubal Extra-uterine 
Pregnancy at Full Term Without Rupture of 
the Tube (Un case de fetacion de termine en el 
tubo de falopia sin ruptura). Anal d. hosp. de San 
José, Costa Rica, 1916, i, 5. 


The author reports a case illustrating the rare 
occurrence of a tubal pregnancy proceeding to term 
without rupture of the tube. The patient was 36 
years old, a V-para, two of the children having been 
born dead. She had always had hemorrhages in 
the first months of pregnancy. There was no his- 
tory of venereal infection. 

In the early part of 1914 the patient consulted a 
physician for pains in the lower abdomen. She 
was told that she was then four months pregnant. 
The pains disappeared soon after, but about six 
months later they again recurred in the form of labor 
pains accompanied by scanty hemorrhage per 
vaginam but with some substantial matter also 
ejected. The abdominal extension continued but 
the foetal movements previously noted ceased. 

Examined by the author some months later the 
woman showed an abdominal tumor very marked 
between the pubis.and the umbilicus. It occupied 
the umbilical hypogastric, left lumbar, and iliac 
regions. It was not movable and no foetal move- 
ments could be felt. It was thought to be a dermoid 
cyst of the left ovary With a possibility of its being 
a lithopedion. 

Laparotomy showed the tumor strongly adherent 
to the intestines and omentum. In the separation 
of these the sac was unintentionally opened in the 
upper and right segment and the hand of a foetus 
issued. ‘The foetus and placenta were extracted. 
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The sac was separated from its intestinal attach- 
ments. There was no liquor amnii, and no inflam- 
mation nor decomposition within the sac. Some 
difficulty was experienced in separating the placenta. 
The ovary on the right side was intact but there was 
neither tube nor ovary on the left side. It was, 
therefore, apparent that the sac was the left tube 
which had developed sufficiently to contain a full- 
term foetus and retain it for four months longer 
without rupture. 

As the uterus had not been opened and the right 
appendages were healthy hysterectomy was not 
done by the author. ‘The uterus was of normal non- 
pregnant size. The abdominal cavity was closed 
and drained and the patient left the hospital 
seventeen days later after a perfect recovery. 

Pathological examination of the foetus showed it 
to be 55 cm. long, the fontanelles having a tendency 
to ossification. W. A. BRENNAN. 


Kroenig: Czsarean Section in Placenta Previa 
(Ueber Kaiserschnitt bei Placenta praevia). 
Deutsche med. Wchnschr., 1916, xlii, 1178. 


On the accepted clinical principle that not only 
the mother but also the child must be saved, 
version and metreurysis cannot be considered satis- 
factory procedures in placenta previa. Both are 
unsatisfactory for the mother on account of the 
hemorrhage and infection, and both give bad re- 
sults for the child. 

The implantation of the ovum in the isthmian 
wall in placenta previa is generally accepted today. 
There is, therefore, a strong infiltration of the 
isthmian wall with feetal cells, sometimes causing 
rupture. The stretched condition of the isthmian 
wall renders operations such as vaginal cesarean 
section, version or metreurysis undesirable. Sec- 
tion of the corpus uteri eliminates the dangerous 
isthmian zone in the extraction of the child, and is 
therefore more suitable than any other obstetrical 
method. 

Clinical observations justify this course and, 
moreover, few obstetrical methods save so much 
blood in placenta previa isthmica. The number 
of observations is at present so great that this can 
be stated with certainty. Hemorrhage in version 
procedures and metreurysis become dangerous only 
after extraction of the child. It results in almost 
all cases from the eroded isthmic vessels and in- 
sufficient contraction of the isthmian wall. Al- 
though vaginal cesarean section reduces the tension 
of the isthmian wall, there is danger that the thinned 
wall may tear in suturing leading to fatal hemor- 
rhage, and such results have been several times 
reported. 

The danger of hemorrhage due to rupture of the 
isthmian wall is especially great in vaginal cesarean 
sections in primipare. In all cases of placenta 
previa isthmica section of the corpus uteri gives 
the best results for the child. But corpus uteri 
section has the disadvantage that in infected birth 
canals the danger of peritonitis following is increased. 
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Therefore, as a prior condition to this section an 
aseptic canal is necessary. The danger arises from 
the hemorrhages occurring in the last months of 
pregnancy, and improper tamponade. It is, there- 
fore, most desirable that cases of placenta previa 
be sent to the hospital on the first showings, in as 
much as cases privately treated show a maternal 
and foetal i. ortality of 20 and 70 per cent, respec- 
tively. 

When a patient with placenta previa isthmica 
comes to the clinic feverish and tamponed on 
account of severe hemorrhages, it is a matter of 
doubt whether it is best to execute a cervical, 
transperitoneal, or extraperitoneal caesarean sec- 
tion. A corpus section is contra-indicated if the os 
is already larger than a 5-mark piece, as the danger 
due to the expanded isthmian wall cannot be ob- 
viated by caesarean section, and other methods must 
be considered. W. A. BRENNAN. 


Saint, Goehlinger, and Poiré: A Cesarean Section 
Caused by a Shell Burst (A propos d’une cé- 
sarienne par éclat d’obus). Progrés méd., 1916, p. 196. 


The authors relate the case of a woman of 33, 
6 months pregnant, who was seated at a window in 
one of the frontier towns under bombardment. A 
shell burst in the street below and a fragment 
struck the woman in the lower abdomen. Ex- 
amination in the hospital showed the projectile ori- 
fice entry below and to the left of the umbilicus and 
its outlet in the vicinity of the left crural arcade. 
The epiploon showed at both orifices. The uterus 
was in antoflexion but the position of the foetus 
could not be made out and auscultation was 
negative. 

The abdominal muscles on palpation appeared to 
be completely sectioned. Intervention was decided 
on and a classical incision for a subumbilical laparot- 
omy made. A wound about 5 cm. long was seen in 
the uterine fundus extending from the median line 
downward and to the left. ‘Through the wound the 
lumbar region of a foetus could be seen with a small 
shell wound in this region. A median incision of 
the uterus was made and the foetus and placenta 
removed. Believing that the foetus was dead the 
authors paid little attention to it, but while pro- 
ceeding with the operation on the mother the cries 
of the child showed that it still lived. It survived 
for fifteen hours after the traumatism. The super- 
ficial wound on the child was about 2.5 cm. long. 

The postoperative course of the woman was 
normal and she left the hospital completely re- 
covered. The authors think that the presence of 
the foetus in this case saved the mother’s life as it 
prevented the probable perforation of the intestine. 

W. A. BRENNAN. 


Baer, L.: The Leucocytes in Pregnancy, Labor, and 
the Puerperium. Surg., Gynec. & Obst., 1916, 
xxiii, 567. 

To establish a standard of comparison for the 
leucocytosis and differential analysis of pregnancy, 
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labor, and the puerperium as an aid in determining 
whether the count in a given case is physiological or 
pathological, the author analyzed 25 cases in late 
pregnancy and 87 cases in labor and the puerperium 
in the wards of the Michael Reese Maternity, 
making daily counts and ‘differentials for ten days 
postpartum. 

The literature contained no series lerge enough 
to establish a standard scale, and the discrepancies 
between various investigators, together with the 
varying conditions under which their results were 
attained, made it seem impracticable to the author 
to combine their figures even from only the more 
recent sources. 

The following summary is given: 

1. There is a leucocytosis of pregnancy, appear- 
ing in the ninth month, slight in amount, and espe- 
cially noticeable in primipare. 

2. The leucocytosis of labor is marked in primip- 
are, averaging 18,255, and is increased by a dura- 
tion of labor beyond twenty-four hours. It is less 
marked in I-pare, and is slight in III-plus-pare. 

3. The height of the curve in primipare and 
multipare is reached on the first day of the puer- 
perium, after which there is a rapid and constant de- 
cline to the tenth day, at which time the curve is 
about at the normal level. 

4. The onset of lactation does not influence the 
leucocyte count, except that in the “fourth day” 
primipare there is a slight secondary elevation on 
the preceding day, about 1,500 to 2,000. 

5. Age is not a factor, except in primipare aged 
twenty years and under, in whom the leucocytosis 
is higher than in any other group. 

6. Differential analysis showed the increase in 
leucocytes to be chiefly in the polymorphonuclear 
neutrophiles with a return to normal proportions 
by the third day of the puerperium, an absence of 
eosinophiles in about half the cases in labor, and 
their reappearance in normal proportions on the 
first day of the puerperium. 

7. The lymphocytes, large and small, mast cells 
and transitional types, showed nothing unusual. 

8. The Arneth analysis showed a displacement 
toward the left, ie., toward Classes 2 and 3, but 
this was not constant, and no pertinent deductions 
could be drawn. 


Hellman, A. M.: Obstetrical Abdominal Hyster- 
otomy with a Report of Twelve Cases. > ee 
M. J., 1916, Civ, 741. 


The author has performed cesarean section in 12 
cases: 4 for disproportion between head and pelvis, 
1 for transverse position, 3 for placenta praevia at 
or near term, 1 for congenital occlusion of the vagina 
with slightly contracted pelvis, 2 for eclampsia at 
term, and 1 for eclampsia at six and a half months. 

Both the eclamptic patients died with convulsions, 
otherwise the results were good. 

The technique is given in detail and includes a 
high incision with an incision in the fundus of the 
uterus from tube to tube. 


The following are considered indications for 
cesarean section: 

1. Relative disproportion between foetus and 
pelvis: (a) contracted or deformed pelvis; (6) 
monster or overgrowth of foetus — dead or alive. 

2. Tumors obstructing labor: (a) of the bony 
pelvis, as in exostosis; (b) of the uterus, as fibroids 
or cancer; (c) of the ovary, as cyst or tumor; (d) 
of the sigmoid or rectum; (e) displaced kidney acting 
as a tumor. 

3. Placenta previa, especially if central at term. 
Under this heading may be included accidental 
hemorrhage. 

4. Eclampsia, to empty the uterus rapidly with- 
out much shock. 

5. Certain malpositions, as impacted face or 
cross presentations. The latter is frequent after 
ventrosuspension. 

6. Deformities of uterus and vagina: (a) atresia 
vagina; (b) double uterus. 

7. Severe cardiac conditions, to which steriliza- 
tion is usually added. 

8. Instead of high forceps on the floating head in 
non-infected cases. 

9. Once a cesarean always a cesarean. 

1o. Gunshot wound through gravid uterus 
(suggested by Zicke). 

11. Moribund or dead mother with living child. 

12. Tonic contractions of uterus and dry labor 
(suggested by Davis). 

13. Prolapse of cord with undilated cervix (sug- 
gested by Davis). D. H. Boyp. 


LABOR AND ITS COMPLICATIONS 


Polak, J. O., and Phelan, G. W.: Management of 
Labor in Borderline Contractions of the Pelvis. 
Am. J. Surg., 1916, xxx, 359. 


The authors emphasize the following points in 
the management of cases with borderline contrac- 
tions of the pelvis: 

1. Accurate pelvimetry is absolutely necessary 
in order to recognize the type of deformity. 

2. Pelvimetry without the relative estimation of 
the size of the foetus is of little value and the most 
accurate foetometry is the test of labor. 

3. Every borderline case should be given a test 
of labor and this should be conducted in a hospital 
under the most scrupulous asepsis. All examina- 
tions should be made through the rectum. Only in 
making the ultimate decision as to procedure is a 
vaginal examination to be made. This is then 
done with the patient anesthetized and under the 
strictest surgical technique. 

4. Spontaneous delivery will reward patience and 
vigilance in 80 per cent of such cases. 

5. Pubiotomy is safe in multipare with flat 
pelvis of 7.5 cm. or over, in justominor contraction 
when the conjugate vera is over 8.5 cm., and in 
funnel pelvis in primipare. The Doederlein tech- 
nique is the simplest and safest. 

6. Extraperitoneal section should be selected 
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as the method of delivery when the labor has been 
prolonged and the membranes have been ruptured 
for a long time. The classical operation should be 
reserved for the elective cases, and no hard and 
fixed rule can be set down for the management of 
any case. D. H. Boyp. 


Carter, R. M.: Spontaneous Evolution in Trans- 
verse Presentations. Surg., Gynec. & Obst., 1916, 
xxiii, 620. 


A case of spontaneous evolution in a transverse 
presentation is reported. 

These cases are very rare, and a favorable out- 
come by spontaneous evolution is the exception. 

Several terminations are possible if left to 
Nature: 

1. Spontaneous rectification may occur. 

2. Spontaneous version may be brought about 
during the first stage of labor. 

3. Spontaneous evolution may take place. 

4. Death of the patient may occur from rupture 
of the uterus. 

5. The pains may cease, the foetus become in- 
fected, giving rise to a physometra, with general 
sepsis and death of the patient. 

The various mechanisms of spontaneous evolu- 
tion and the conditions necessary for its occurrence 
are described. 

Treatment of neglected transverse presentations 
consists in version, if possible; otherwise decapita- 
tion, or in very favorable circumstances, c#esarean 
section. 


Arteaga, I. F.: Clinical Note of an Umbilical Trunk 
Presentation (Presentacion de tronco, variedad 
umbilical — nota clinica). Rev. de med. y cirug., 
Habana, 1916, xxi, 419. 

Arteaga reports a dystocia in a multipara of 33, 
in whom the os was dilated but descent was blocked. 
Examination by palpation and auscultation sug- 
gested the diagnosis of an incomplete presentation 
of the buttocks. After artificial rupture of the bag 
of waters the fingers immediately touched the cord 
which protruded. The cord was followed by ex- 
ploration to its umbilical insertion and the lower 
extremities sought; but they could not be found 
in the flexed position. It was thought that the 
foetus might be a monster; however, a foot was soon 
seized which proved to be the right and shortly 
after the other was found. Podalic version was 
done, and a fine perfectly formed child extracted. 

The further course was normal. None of the 
usual causes, hydramnois, uterine tumor, malforma- 
tion of uterus, etc., were present in this case. 
Podalic version seemed best because cephalic ver- 
sion would have been difficult and probably would 
have called for forceps. W. A. BRENNAN. 


Mosher, G. C.: Present-Day Indications for Ob- 
stetrical Forceps. Am. J. Surg., 1916, xxx, 368. 


The author believes the use of forceps is to be 
considered whenever a condition threatens the life 
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of mother, child, or both, and the instrument can be 
used to terminate labor without great danger to 
either. The head of the foctus must present occiput 
anterior, or be able to be rotated anterior; the head 
must be engaged two-fifths of an inch at the brim, 
the cervix fully dilated, and the blades must be 
fitted to the sides of the child’s head. Pituitrin is 
to be considered instead of forceps only in a multi- 
para with the head in the pelvic cavity, left occipito- 
anterior position, with inertia and stasis at the 
outlet. 

In regard to the choice between forceps and ce- 
sarean section, cesarean is indicated in any instance 
where with failure of maternal efforts there is no 
engagement; if there appears to be danger to the 
mother — rapid exhaustion, hemorrhage, signs of 
rupture of the uterus, eclampsia—or to the child— 
a pulse of over 150 or under 110, a discharge of 
meconium in a head presentation or rapid con- 
vulsive foctal movements. D. H. Boyp. 


Jiminez, N.: A Case of Dystocia Due to Flat Pelvis 
(Un caso de distocia por pelvis plana). Rev. clin. 
med., Medellin, 1916, i, 77. 


Jiminez reports a case of dystocia in a woman of 
22, a Il-para. In her first labor about a year 
before there was also a dystocia—right vertex pres- 
entation. After podalic version it was absolutely 
impossible to bring the head down by the maneuver 
of Champetier de Ribes and the labor was termi- 
nated by cephalotripsy. 

The patient came to the clinic again in the eighth 
month of her second pregnancy. Examination 
showed no evidence of deformity nor rachidism, 
but a very careful search showed a very pronounced 
lumbar inlet; the pubis was in anteversion and the 
rhombus of Michaelis frankly deformed. The 
patient was kept in the hospital under observation 
until the completion of the term. Labor com- 
menced at term. About ten hours after the onset 
the os being fully dilated the head was mobile in the 
left transverse position, not flexed, freely overlap- 
ping the symphysis pubis. Four hours later the 
forceps were applied and the foetus extracted; it 
was apnocic but revived under treatment. 

The dystocia in this case was due to the non- 
rachitic flat pelvis which had a minimum promonto- 
pubian diameter of 8.5 tog cm. W. A. BRENNAN. 


D’Arcy, C.: Dystocia Due to Ventrosuspension of 
the Uterus. Med. J. Austral., 1916, ii, 274. 


D’Arcy reports three cases of dystocia due to 
ventrosuspension of the uterus. In the first case 
labor was twenty days overdue; the woman was 3 
days in labor with the child in a transverse position; 
cervix with no effacement after three days of labor. 
Cesarean section disclosed the uterus bound to the 
anterior abdominal wall by a fibrous band which 
was attached to the posterior part of the fundus. 

The second case was a premature labor at seven 
months following a ventrosuspension done twelve 
months previously. Upon evidence of internal 
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hemorrhage cesarean section was done. A pre- 
mature detachment of the placenta was found. 
The placenta was extensively thrombosed. 

The third case was that of a young woman who 
had had a ventrosuspension done three months 
previously. After three days’ labor, a ca#sarean 
section was done. A loop of the bowel was adherent 
to the uterus at the site of the uterine sutures. 

The author concludes that the operation is a bad 
one from the standpoint of obstetrics. 

W. F. Hewr't. 


Rushmore, S.: Treatment of Weak Labor Pains. 
Boston M. & S. J., 1916, clxxv, 659. 

Rushmore points out several methods of treating 
weak labor pains. The hydrostatic bag is recom- 
mended unless delivery is indicated promptly on 
account of the condition of mother or child. Should 
rapid evacuation of the uterus become imperative, 
the author prefers vaginal cesarean section in 
primipare to manual dilatation. He also reviews 
numerous ecbolic drugs and describes in particular 
the use of pituitrin. He gives about 1 ccm. of the 
drug intramuscularly in suitable cases in which 
there is no pelvic disproportion and in which the 
os is dilated at least 2.5 inches. He states that 
adrenalin is probably the most powerful oxytoxic 
known. It is contra-indicated during labor as it 
produces tetanus uteri. Although its effect is 
transitory, 10 minims of a 1:1,000 solution injected 
into the walls of the uterus, the cervix having been 
drawn down for that purpose, promptly checks 
postpartum hemorrhage. F. C. IRvING. 


Allen, H. C.: The Recent Experimentations with 
Nitrous-Oxide and Oxygen in Obstetrics. 
J. Am. Inst. Homeop., 1916, ix, 527. 

The conclusions are the result of the author’s 
first hundred cases. 

In this series of cases 66 were primipare and 34 
multipare. Of this number 8 were excited by the 
gases and there was some difficulty in managing 
them, but usually when patients are excited by 
nitrous oxide, quict may be gained and maintained 
by increasing the percentage of oxygen. ‘The 
average percentage of nitrous oxide in this series 
was 66.9 per cent and 33.1 per cent oxygen to 
maintain analgesia. Two cases took only 50-50, 
4 required 60-40, aiid one 80-20. Eighteen cases 
required sutures; there were no second degree 
tears, one forceps and three breech. 

Barring the early cases, there have been none who 
have not had all the benefits wished for, with the 
exception of those who take nitrous oxide poorly. 
There have been no fatal results to either mother 
or babe, no cyanosis of children, and no cases of 
hemorrhage. In this series only selected cases were 
used. Epwarp L. 


King, R. W.: Perineal Anesthesia in Labor. Surg., 
Gynec. & Obst., 1916, xxiii, 615. 


Using one and two per cent solutions of novocaine, 
with one-third minims of 1:1000 adrenalin to each 
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cubic centimeter, the author has succeeded in secur- 
ing painless or nearly painless childbirth in nearly 
one hundred cases. 

Diagrammatic cuts illustrate the sensory innerva - 
tion, fascial planes, and sites for the injection. 

The author states that Colles’ fascia is extremely 
sensitive, and the stretching and tearing of the 
membrane is the cause of the great pain accom- 
panying the birth of the presenting part. 

In primipara, or where Colles’ fascia is intact, 1.5 
ccm. of the 2 per cent solution is injected into each 
superficial perineal interspace, giving perfect anes- 
thesia in the second stage of labor. 

In multipare in addition to the anterior injections 
it may be necessary to inject from 5 to 10 ccm. of 
the one per cent solution into the ischiorectal fossa, 
if Colles’ fascia has been badly lacerated in former 
labors. 

In the anterior triangle of the perineum after 
penetrating the integument a sudden expression of 
pain by the patient marks the depth of Colles’ fascia, 
and passing the needle one centimeter further the 
injection is made. 

In the ischiorectal fossa the needle is entered 
midway between the tuberischii and anus and from 
5 to 10 ccm. are injected, the amount varying with 
the adiposity of the subject. 

The author makes the following claims as to the 
results: 

1. No adverse results have followed the injec- 
tions. 

2. Anawsthesia lasted from two to four hours. 

3. Lacerations and hemorrhage were greatly 
diminished. 

4. Benzine and iodine sterilization of the obstetri- 
cal area can be rapidly and painlessly carried out 
following the injections. 

5. The general practitioner can safely and easily 
apply the method at the bedside. 


PUERPERIUM AND ITS COMPLICATIONS 


Judd, A. M.: Postpartum Sepsis. VV. }. M. J., 
1916, Civ, 991. 

The author reports a study of 100 cases, 52 post- 
partum and 48 postabortive. Of the postpartum 
cases 34 were said to be spontaneous deliveries in 
as much as forceps were not used. Sixteen were 
forceps deliveries and two were versions. The 
cases are classified as: (1) toxamias including the 
sapriemias and all cases with distinctly local lesions 
without bacteramia; (2) septicamias, subdivided 
into bacteremias and pyemias. There were 93 
toxemias of varying degrees of severity, 6 bacter- 
wmias, and 1 pyawmia. There were 7 deaths, 5 
postpartum and 2 postabortive. Of the 5 post- 
partum deaths 2 had negative blood-cultures, one 
dying of peritonitis and the other of lobular pneu- 
monia. Of the three that had positive blood- 
cultures one had bacteremia and pyemia and the 
other bacteremia only. One postabortive case 
showed positive cultures. One case of strepto- 
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coccus bacteraemia recovered. The average stay in 
the hospital was twenty-five days. 

Hospital treatment is advised in all possible cases. 
Examination is directed toward finding the focus of 
infection. Pelvic examination is considered in the 
light of an operation and conducted accordingly. 
Local lesions are carefully noted. Placental rests 
and membranes are removed with the gloved finger 
or placental forceps. Severe bleeding is stopped 
by vaginal pack. Douches and curettage are 
advised against. The important part of the treat- 
ment consists in building up the patient’s resistance 
by concentrated food and fresh air. If an abscess 
develops it is opened and drained. Vaccines are 
used only in cases of old pelvic exudates with pus, 
which have been opened but continue to discharge. 
Daily cathartics are not necessary. The Gellhorn 
baker is recommended in chronic cases with large 
exudates. Iron and arsenic is of value in old cases. 

C. D. Haucu. 


MISCELLANEOUS 


Deluca, F. A.: Biologic Diagnosis of Pregnancy 
(Ensayos de diagnostico biologico del embarazo). 
Semana méd., 1916, xxiii, 307. 

In this preliminary report the author calls atten- 
tion to a new biologic sign in the diagnosis of preg- 
nancy in the hope that further trials will prove or 
disprove it. 

The sign depends on a phenomenon which the 
author terms the urinohemolytic reaction. There 
are two phases resulting from this phenomenon. 
The first phase or sign is that the urine of preg- 
nancy has the property of accelerating the hemolytic 
action of the respective amboceptor. In a series of 
test-tubes containing amboceptor hemolysis will 
be effected in this order: (1) in tubes with the 
hemolytic system plus the urine of pregnancy; 
(2) from five to ten minutes later in tubes of the 
haemolytic system alone; (3) much later in tubes of 
the haemolytic system to which male urine or female 
non-pregnant urine has been added. 

The second phase or sign is that the urine of 
pregnancy has a slow but real hemolytic action on 
red globules. W. A. BRENNAN. 


Markoe, J. W.: Posture in Obstetrics. J. Am. M.Ass., 
1916, lxvii, 1066. 


The use of posture is of great assistance. In the 
weak pains the sitting posture will allow the weight 
of the uterine contents to bear steadily on the cer- 
vical zone, slowly dilating the parts by the force 
exerted by the bag of waters; whereas, in the case 
in which the contractions are severe, the patient 
may possibly recline to better advantage than by 
walking about or sitting in the chair. Again, in 
moderate degrees of pelvic contractions the chair 
will be of great advantage, allowing full dilatation 
to take place before the patient has become worn out 
by long-continued efforts and the consequent thin- 


ning out of the lower half of the uterus with the not 
infrequent contraction of the ring of Bandl which, 
when carried too far, will mean an impossible de- 
livery by normal process. Even in the second 
stage in old primipare, the chair may be used to 
great advantage to dilate the rigid pelvic floor. Of 
course, here the greatest care must be used not to 
carry it too far. 

The rocking chair found in every home can be 
made into an _ excellent obstetric chair. The 
author’s method of using the chair is as follows: 
When regular contractions have been established, 
the patient is instructed to conserve her strength 
by not remaining too long in one position, but to sit 
from time to time in the chair with the knees ele- 
vated so that they support the enlarged abdomen 
and to have the chair so padded with pillows, blank- 
ets, etc., that the maximum of comfort is afforded. 
In such a chair, if her pains are weak, she may com- 
fortably sleep for half an hour or more, and the 
accoucheur will be satisfied by the fact that the 
weight of the uterine contents is being exerted on the 
cervix, not in a harmful way, but with a steady hy- 
drostatic pressure that at this stage does more to 
shorten the labor than anything else. If she be- 
comes restless in the chair or the contractions are 
severe, she may with benefit walk about the room 
or even recline. Again, the inclination of the chair 
is of the greatest importance, as in old multipare 
with an abdominal wall so relaxed that the uterus is 
completely antiflexed in the upright position. A 
binder should be applied and the chair so tipped 
back that the axis of the uterus will point directly 
downward into the pelvis. 

The author illustrates two chairs used in hospital 
practice, one for normal cases and one for operative. 
Since he began to use the chair, he has performed 
fewer operations, such as cesarean section, versions, 
forceps, etc., and a study of his statistics shows an 
improvement, there being a decrease in deaths of 
mothers, fewer stillbirths, and fewer deaths of in- 
fants following labor. As far ‘as perineal lacera- 
tions go, it has not apparently affected them as far 
as can be seen in the few cases collected, and the 
author believes that where lacerations or other com- 
plications of a similar nature do occur, the fault lies 
with the accoucheur in not controlling the progress 
of the child through the parturient canal in time to 
prevent such accidents. Epwarp L. CorNELL. 


Falls, F. H.: Epidemics of Pemphigus Neonatorum 
in Chicago. J. Am. M. Ass., 1916, Ixvii, 1522. 


Eight small epidemics of pemphigus neonatorum 
have occurred in Chicago within the last year. The 
disease is an epidemic staphylococci vesicular der- 
matitis occurring usually in newborn babies from 
the fourth to the fourteenth day, but capable of 
being transmitted to older children and adults. 
The exciting organism is a peculiar strain of staphy- 
lococcus which is biologically and tinctorially in- 
distinguishable from other strains of staphylococcus, 
but which shows characteristic pathogenic ten- 
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dencies when causing the specific disease on the 
human skin. 

The onset of the disease is usually from the fourth 
to the tenth day. A reddened area of hyperemia 
first appears, which becomes whitened in the center 
in a few hours, followed by a raising of the epidermis 
into a thin walled, wrinkled vesicle containing a 
clear, yellowish fluid. Later this fluid becomes tur- 
bid. Smears from this show pus-cells with intra- 
cellular and extracellular diplococci, which in these 
preparations resemble the gonococci very closely, 
but differ in that they are gram-positive. The 
vesicles spread rapidly by peripheral extension and 
in severe cases may coalesce to form large areas from 
which the superficial epidermis has been lifted off, 
leaving a raw, weeping, hyperemic base. 

There is, as a rule, no rise in temperature or in- 
crease in pulse-rate. The babies eat and sleep well 
and gain in weight, and there seems to be little, 
if any, subjective sensation produced by the lesions. 
Fatal cases, however, occur associated with all the 
signs of severe septicemia. 

Prompt isolation of patients with quarantine of 
the obstetric wards until the last patient has left 
the hospital, followed by thorough fumigation 
and painting or calcimining the infected wards and 
sterilizing material that has been exposed to the 
disease, appear to be the only efficient means of 
stamping out the infection. 

An efficient method of treating the lesions is to 
rupture the vesicle as soon as it forms and to apply 
2 per cent ointment of ammoniated mercury 
(white precipitate ointment) to the lesion. Proph- 
ylactic and curative vaccines in doses of 15 
millions are being tried, but their use is too limited 
as yet to permit one to draw conclusions as to their 
value in preventing or effecting a cure of the disease. 

Epwarp Cornett. 


Ballantyne, J. W.: Alcohol and Antenatal Child 
Welfare. Med. Press & Circ., 1916, cii, 337. 


Ballantyne discusses the effect of alcohol upon the 
unborn in 3 stages, foetal period of some seven 
months, embryonic extending back six or seven 
weeks to eight weeks after impregnation, and the 
germinal period when the germ cells exist in the 
testicles and ovaries. In the latter period, the 
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germinal cells are exposed to the blood and nervous 
system influences as are the other body cells, al- 
though the graffian follicle may protect. This 
protection in the embryonal period is formed by the 
decidua and, in the foetal, the placenta is the pro- 
tection. 

Nicloux found alcohol in the cord, placenta, and 
blood of a child whose mother had received rum and 
milk an hour before delivery. Palazzi in 1901 
found that alcoholized female rabbits were more 
sterile than unalcoholized ones. In the human, it 
is hard to separate the effect during pregnancy 
from that before pregnancy. The author is of the 
opinion that the effect of alcohol on the foetal period 
is to cause premature labors, miscarriages, still- 
births, and hemorrhages in labor. 

The effect of alcohol during the embryonic period 
has been worked out by using the hen egg. Charles 
Fere found that growth was inhibited and mon- 
strosities were produced by injecting alcohol into 
the albumen of the egg. It is hard to prove this 
in the mammalian as the embryonic period is only 
five to six weeks and the protective effect of the 
decidua is a factor, but the work of Stockard at 
least indirectly proves that the effect in the human 
is similar. 

The effect of alcohol in the germinal period has 
been best worked out clinically as well as experi- 
mentally. On the evidence thus collected that 
alcohol produces the most deleterious effects in this 
germinal period, Bezzola, taking the nine thousand 
Swiss idiots in 1900, found two acute annual 
maximum periods to correspond to the periods of 
carnival and vintage when the people drink most. 
Schweighofer has found stillbirths occurring fre- 
quently in similar circumstances. 

The results of Stockard are quoted. For three 
years he gave alcohol by inhalation to guinea pigs 
for six days a week, in some cases for five years. He 
found bad results to the offspring in the first, second, 
third, and fourth generations. The deformities 
were worse in the later generations. The conclu- 
sion is that the alcohol modified the chromatin of 
the germ cells. 

From all that has gone before, the author reasons 
that alcohol is a menace to antenatal health and life 
at every one of the stages of its existence and to 
each of the progenitors. W. F. Hewrrr. 
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ADRENAL, KIDNEY, AND URETER 


Cabot, H., and Crabtree, E. G.: The Etiology and 
Pathology of Non-tubercular Renal Infections. 
Surg., Gynec. & Obst., 1916, xxiii, 495. 

Cabot and Crabtree point out the hopeless con- 
fusion existing concerning renal infection. Lack of 
uniformity of opinion is due, first, to failure to 
recognize that different forms of bacteria do not 
produce identical renal lesions. They emphasize 
what appears to be the fact that non-pathogenic 
bacteria, particularly the colon group of bacilli, 
tend to produce non-suppurative, temporary renal 
changes, while the pathogenic group, particularly 
the cocci, tend to produce suppurative nephritis 
and abscesses. Second, exception is taken to the 
loose use of the terms, metastatic, hematogenous, 
embolic, excretory, ascending, and lymphogenous; 
also to the tendency of pathologists to describe, and 
consequently clinicians to consider, the various 
stages of the same infectious process as distinct 
disease entities, whereas, in fact, they are but 
stages of the same process; likewise to the futility 
of the attempt to study renal infection in advanced 
stages of the disease, particularly where infection is 
superimposed upon another process, such as stone 
and hydronephrosis. 

The authors review the literature of the subject 
of renal infection and produce evidence to support 
the following propositions: (1) Bacteria circulate 
in the blood and are excreted by the kidneys with 
or without the production of renal infection. 
(2) Bacteria circulate in the blood and are excreted 
with the production of lesions, mild or severe. The 
type of lesion produced is dependent upon the 
variety of bacteria and its ability to produce pus. 
In support of this proposition, a group of cases 
diagnosed pathologically as suppurative nephritis 
were examined by staining for bacteria in sections. 
A statistical review of these cases is appended. 

Of 118 kidneys consisting of surgical specimens 
and autopsy material, 58 showed no bacteria. Of 
the remaining 60, 23 showed staphylococci alone, 
4 streptococci alone, 3 streptococci and staphylo- 
cocci. Of 25 cases of mixed cocci and bacilli, 19 
showed staphylococci and gram negative bacilli, 4 
streptococci and gram negative bacilli, and 2 
staphylococci, streptococci, and gram _ negative 
bacilli. Five cases only showed bacilli alone; of 
these, 3 showed bacillus coli only, colon pylone- 
phritis; and 2 showed bacillus coli and another — a 
pathogenic bacillus. 

The authors attack the ascending and lymphoge- 
nous routes of infection. From the mass of 
clinical and pathological evidence accumulated, 


they are led to believe that renal infection is prac- 
tically always blood borne. 

From these considerations, it appears that an 
accurate diagnosis of the infecting organism is of 
distinct significance in the treatment of renal in- 
fections. The colon group of bacteria produce in- 
fections which are essentially non-surgical conditions 
except when seen late as pyonephrosis. In the early 
stages they are distinctly amenable to treatment 
with formaldehyde-containing drugs. On the other 
hand, a coccus infection of the kidney is essentially 
a surgical condition. A few of these cases heal 
spontaneously, yet in those instances where the 
infection goes on to abscess formation not only 
are formalin-containing drugs useless, but surgery 
is imperative. 

Diagnosis of these two types of infection can be 
made with accuracy. 


Furniss, H. D.: Renal Tuberculosis. N. Y. Si. J. 
Med., 1916, xvi, 553. 


Thirty-three personally observed cases were 
analyzed to show the relationship to previous tuber- 
culous infections of other organs. The points 
noted were: the first symptoms, predominating 
complaint, the age incidence, the natural history, 
the diagnostic points, and the operative results. 

In 20 per cent there was a history of other tuber- 
culous lesions, 70 per cent of which gave evidence 


lung involvement. 


With respect to first symptoms, cystitis occurred 
in about one-half of the cases. Macroscopical 
hematuria was the first symptom in 15 per cent, but 
this was so closely associated with symptoms of 
cystitis that the author “feels convinced that the © 
hematuria is vesical instead of renal in origin, and 
marks a beginning acute cystitis or an exacerbation 
of an already existing cystitis.” Hamaturia, thus 
considered, brings the percentage of cystitis as the 
first symptom up to 85 per cent. 

In r5 per cent of the cases, renal or ureteral pain 
was noted as the first symptom. At some time in 
the course of the disease, macroscopical hematuria 
occurred in 50 per cent and in the other remaining 
cases “‘almost all had red blood-cells in the urine 
microscopically.” Pyuria was present to a greater 
or less extent in every case. Tubercular bacilli 
were found in slide preparations in 85 per cent, and 
the author considers that this high percentage would 
have been higher had experts made the examina- 
tions. He used Crabtree’s method of search — low 
speed centrifugalization to throw down the pus- 
cells and subsequent high speed centrifugalization 
of the supernatant fluid, in the sediment of which 
the bacilli are easily found. 
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In no instances did he find a positive guinea pig 
reaction, where there was failure to find the bacilli 
in the smear, and in two instances the smear was 
positive and the pigs negative. 

The importance in diagnosis of palpation of the 
ureter through the vagina is emphasized by its 
having been thus felt in 45 per cent of Furniss’s 
cases. He considers this a great help in deter- 
mining which is the affected kidney in advanced 
bladder involvement. He opposes attempts to 
catheterize the ureter of the involved side, but con- 
siders necessary catheterization of the supposedly 
healthy side in order to determine if it is likewise 
involved. All but 4 of the 33 cases had nephrec- 
tomies. The author strongly advocates, because 
of the unsatisfactory results obtained by him in the 
various methods of treating the ureter (such as 
simple ligation and division with cautery, carbolic 
injections, implantation on the skin, closure with or 
without drainage), excision of the whole ureter 
down to the bladder with the kidney. In one case 
in which this was done the technical difficulties were 
slight and the results most satisfactory. The results 
show no operative death and only two postoperative 
deaths, one of pulmonary tuberculosis and the other 
of general miliary tuberculosis. About 30 per cent 
had postoperative sinuses, one draining as long as 
two years. The results in advanced tuberculosis 
have apparently been better after operation than 
in those who have had the trouble for a short time. 
Thirty-five per cent have been cured and all of the 
others, except one which showed secondary involve- 
ment of the other kidney and the two that died, 
have improved. FRANK Hinman. 


BLADDER, URETHRA, AND PENIS 


Howard, H. W.: Fibrosis of the Bladder Neck as a 
Cause of Urinary Frequency. Northwest Med., 
1916, xv, 368. 

The author discusses the subject of fibrosis of the 
bladder neck, laying particular stress on diagnosis, 
differential diagnosis, symptomatology, and treat- 
ment. 

The symptoms of this condition are frequency, a 
sense of obstruction, and intermictional dribbling 
or leaking; there is an absence of pain and it may 
occur at any age. The sexes are affected about 
equally. There may or not be an antecedent his- 
tory of gonorrhoea or trauma, but there is a history 
of very long standing. 

Among the changes in the vesical neck, there is an 
asymmetry of the sphincter rim; the rim instead of 
being perfectly circular will be flattened in one or 
more segments; the asymmetry may be confined toa 
single segment or it may be very extensive and 
affect two or more segments separated by sharp 
receding angles. 

Howard claims the asymmetry is fundamentally 
due to a connective tissue increase and contracture 
and that cysts, glandular changes, villi, papilla, and 
epithelial hyperplasia etiologically associated with 


chronic inflammation are conditions pathognomonic 
of contracted neck because of the implied connective 
tissue changes accompanying. 

Differentiation is required from hypertrophy of 
the prostate, tabes, and colliculitis. 

Howard states that the present therapy is prac- 
tically limited to stretching by the Kollman dilator, 
and it is necessary that the dilator be so disposed as 
to bring the largest diameter in contact with the 
part to be stretched. Each subsequent stretching 
will be one point greater than the preceding and the 
treatment should be continued until the full capa- 
city of the instrument is attained and maintained. 

Louts Gross. 


Lauterman, M.: Appendicovesical Fistula. Canad. 
M. Ass. J., 1916, vi, gto. 


The author cites a very interesting case of 
appendovesical fistula. It is extremely interesting 
to trace the development of this condition from its 
inception to its cure by laparotomy, from the pa- 
tient’s history. First, there was constipation; 
second, a severe attack of constipation, accompanied 
by severe abdominal pain and fever which lasted 
for ten days. The patient made an incomplete 
recovery, his right side feeling lame. 

Two months later after having passed no urine 
for five hours the patient had a severe pain in the 
right side and voided about one pint of cloudy urine 
mixed with blood and some slimy matter. An 
hour later he passed a considerable quantity of gas 
from the urethra, having a fecal odor. The pa- 
tient still continued to go about, but at each passage 
of urine the last part was always thick and contained 
a mucilaginous substance. Occasionally he passed 
particles of brownish or greenish brown material, 
irregular in form, size, and consistency. Air also 
bubbled from the urethra each time he voided. 
Later, while urinating he experienced a sudden 
sharp pain in the perineum which extended along 
the urethra to the glans penis. Urine was dribbling 
from the urethra and the pain was very severe. 
The patient experienced considerable shock. The 
urethroscope was passed and a white body was 
seen in the posterior urethra. This was removed 
and proved to be a kernel of corn which had been 
eaten seven hours previous. Cystoscopy showed 
two inches above the right ureteral opening an ir- 
regular shaped slit with ragged edges which allowed 
the tip of the cystoscope to enter; its removal was 
followed by a flow of fwcal matter which flooded 
the field. 

Operation was performed under ether anesthesia. 
The ureter and fistula were previously catheterized. 
The abdomen was opened through the right rectus. 
Adhesions of cacum to the peritoneum and bladder 
were encountered and separated; the tip of the 
appendix was free and pointing to the patient’s 
left side; the body was adherent to the right side of 
the posterior wall of the bladder for about two inches. 
The catheter in the side could be felt passing into 
the cecum. The appendix was carefully dissected 
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free from the cecum, tied off and cut through with 
a cautery knife; the stump was inverted with a purse- 
string suture. The appendix was now freed from 
adhesions to about one-quarter of an inch from the 
edge of the fistula opening; a peritoneal covering 
was cut through all the way around and the pedicle 
thus formed tied off with catgut; the appendix was 
cut through with scissors. The outer wall of the 
bladder was then sutured over the stump and the 
cut edges of the peritoneum in turn sutured over the 
whole. The catheter was left in for forty-eight hours. 
The patient left the hospital the eleventh day after 
the operation. 
Cystoscopic examination four weeks after the 
operation showed the spot where the opening had 
been; the bladder mucous membrane was healthy, 
but there was still colon infection of the urine, this 
was treated with lactic bacilli and irrigation with 
alum acetate solution. V. D. LEsPINASSE. 


Greenberg, G.: Cystoscopy as a Diagnostic Aid in 
Spinal Cord Diseases. Med. Rec., 1916, xc, 634, 


Cystoscopy is an important aid in the diagnosis 
of spinal cord diseases. With lesions of the bladder 
center in the spinal cord there is a diminution in the 
reflex excitability of the bladder wall, and this al- 
lows the patient to go for hours without bringing on 
the desire to urinate. The changes in the muscula- 
ture are likened to those of the heart where dilata- 
tion and hypertrophy go hand in hand. In the 
spinal cord cases the trabecular formation most 
commonly found is on the roof and lateral walls, 
while in the obstructive type the trabeculae are 
better developed on the fundus of the bladder. 
When the lesions are in the anterior horns of the 
cord there is an early incontinence due to paralysis 
of the sphincter. 

It behooves us, therefore, to examine the nervous 
system of every patient who presents himself with 
urinary disturbances and if no signs be present, 
provided the local condition is not accountable for 
it, to cystoscope him, and if such physical signs as 
have just been described are present, and if in ad- 
dition they are associated with chronic constipation 
which began at about the same time as the urinary 
difficulties, then it is almost certain that the patient 
is afflicted with a grave nervous lesion of the cord, 
which will sooner or later manifest itself with all 
the other characteristics. V. D. Lesprnasse. 


GENITAL ORGANS 


Hertzler, A. E.: Ectopia Testis Transversa with 
Infantile Uterus. Surg., Gynec. & Obst., 1916, 
xxiii, 597. 

The author reports a case in which the right 


testicle had accompanied the left into the left side 


of the scrotum. Between the testes was a diminu- 
tive uterus. The author has collected thirteen 
cases of transposition, in one of which there was a 
small uterus. 


Zigler, M.: Testicular Syphilis. N.Y. M.J., 1916, 
civ, 998. 

The author prefaces his reports of three cases of 
testicular syphilis with a quotation from Symmers: 
“There is a syphilitic lesion of the testicle charac- 
terized by slowly progressive hyperplastic changes 
in the connective tissue eventuating in complete 
or partial sclerosis of the organ, the so-called chronic 
interstitial orchitis. Among 171 male subjects of 
late acquired syphilis in the Bellevue Hospital 
series, chronic interstitial orchitis was found 67 
times, or in 39 per cent. In connection with the 
general subject of testicular syphilis it is worthy 
of emphasis that in not one of the 314 cases of fatal 
acquired syphilis did we encounter gumma of the 
testicle proper.” 

Since almost 40 per cent of adult syphilitic males 
eventually acquire syphilis of the testicle it be- 
hooves us to be more on the watch for chronic 
orchitis, and all cases with testicular involvement 
where the diagnosis does not readily fall into 
either the gonorrhoeal or tuberculous class should 
receive the benefit of a Wassermann and a thorough 
therapeutic test. If this is done syphilis of the 
testicle will respond to treatment as elsewhere in 
the body. The following cases are reported: 

The first patient, age 20, had had a venereal sore 
four and one-half years previous. Six months later 
the right testicle suddenly became swollen. Two 
months later the left testicle also became swollen. 
A diagnosis of tuberculosis of the testicles was made 
and operation performed without removal of the 
organs. After the operation the testicular condition 
grew worse, and sinuses developed. Tuberculin, 
creosote, and codliver oil were given without im- 
provement. 

At operation both testicles, badly degenerated, 
‘were removed. ‘The laboratory report was gumma 
of both testicles. The blood Wassermann was 
found to be plus four. Vigorous antisyphilitic 
treatment was followed by restoration to normal 
health. 

Nineteen days after the operation the breasts 
became enlarged, and continued so for two months. 
The author raises the question as to whether this is a 
compensatory process of the mammz to make up 
for the loss of internal secretions of the testicles. 

The second case, age 28, had had gonorrhoea 
eight years before. He denied having had syphilis. 
After operation for double inguinal hernia both 
testicles became swollen. An abscess developed in 
the left and it was removed. The right continued 
to be swollen and hard. Blood Wassermann was 
found to be plus four. Under iodides and mercury 
the testicle rapidly diminished in size with general 
improvement of the patient. 

The third case, age 23, ten months ago had had 
an initial lesion on the index-finger. Two months 
later secondaries developed. Blood Wassermann 
was positive. He received salvarsan and mercury 
injections. When the symptoms disappeared treat- 
ment was stopped for several months. ‘The left 
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testicle suddenly became painful and enlarged. 
Hydrocele developed; it was tapped several times 
but refilled promptly. After administration of mer- 
cury and iodides the condition promptly cleared up. 

In the first and second cases early diagnosis un- 
fortunately was not made, so that the former lost 
both testicles and the latter one. In the third 
case the diagnosis having been made earlier the 
patient was possibly saved from a fate similar to 
patients one and two. 

All syphilitic testicles do not go on to gumma 
formation, but even the rare possibility should be 
emphasized so that early diagnosis, followed by 
prompt and intensive treatment, may be instituted. 

H. G. Hamer. 


Shropshire, C. W., and Watterston, C.: The Rela- 
tion of the Prostate Gland and Seminal 
Vesicles to the Arthritides. South. M. J., 1916, 
ix, QII. 

The absorption of toxic substances from diseased 
tissues, such as are found in tonsillitis, prostatitis, 
seminal vesiculitis, and abscesses at the root of the 
teeth may cause inflammatory conditions in or 
about the joints. This is probably due to the fact 
that the joints are subject to considerable trauma- 
tism during exercise. In the course of a gonococcus 
urethritis it is not unusual for a patient to develop 
an arthritis or a periostitis. But, strangely, this 
occurs only after the posterior urethra is invaded, 
showing that toxins are not absorbed from the 
anterior urethra but that absorption takes place 
from the posterior urethra, prostate, and seminal 
vesicles. ‘Thus was developed Fuller’s operation of 
seminal vesiculotomy. Later numerous pathogenic 
organisms were isolated in these infections. The 
relation of the prostate and seminal vesicles to the 
urinary tract shows why so many pathogenic or- 
ganisms from the upper part of the urinary tract 
such as streptococcus, staphylococcus, and typhoid 
bacillus reach the prostate and seminal vesicles. 
The same thing may be said of the anterior urethra. 
In addition it may be necessary to consider infection 
by continuity of tissue from the rectum and hema- 
togenous infection, although the latter is very rare. 
Simple congestion of the prostate gland and seminal 
vesicles caused by constipation, excessive masturba- 
tion, the use of condoms, and abnormal forms of 
sexual intercourse is said to be a predisposing factor 
of the greatest importance in infection. 

The prostate gland in view of its location, performs 
a double function. It is first concerned with the 
sexual act, secreting the prostatic fluid and, secondly, 
forming as it does a part of the floor and outlet of the 
bladder, assists in urination. The symptoms are, 
therefore, sexual, urinary, and general. The gen- 
eral symptoms are irregular, but the most consistent 
are pain in the lumbar region, severe pain in the 
coccyx, stiffness in the muscles attached to the tuber- 
osity and the spine of the ischium, causing a stiff- 
ness when the patient arises after sitting a few 
minutes, tender heel, inflammation in or about the 


joints, arthritis, periarthritis, or periostitis. Symp- 
toms referable to the vesicles can also be divided 
into sexual, urinary, and general. The general 
symptoms are approximately the same as in pros- 
tatitis. 

Contrary to the general belief, the prostate need 
not be enlarged to be diseased and a diagnosis 
should be made on the character of the secretion ob- 
tained. If this secretion contains pus after massage, 
even though no pathogenic organisms are found, 
the patient is suffering from prostatitis and should 
be massaged until the pus disappears. It is not 
always possible to find organisms even by culture. 
It is said that the vesicles are diseased if it is possible 
to palpate them and thisis true in a majority of cases. 
In the author’s experience ability to palpate the 
seminal vesicles, together with tenderness on pres- 
sure, is very suggestive of a pathologic condition 
which is confirmed by finding pus-cells in the secre- 
tion. In severe cases of seminal vesiculitis it is 
impossible te obtain any secretion whatever be- 
cause the ejaculatory ducts are occluded and the 
vesicle is felt as a fluctuating mass, sensitive to 
pressure. C. R. O’CRowWLEY. 


Barringer, B. S.: The Treatment by Radium of 
Carcinoma of the Prostate and Bladder; Pre- 
liminary Report. J. Am. M. Ass., 1916, Ixvii, 
1442. 

The cases considered in this paper are not papil- 
lomata which may have undergone carcinomatous 
degeneration at one place or another, but rather 
flat, sessile tumors, sometimes cauliflower, sometimes 
hard, sometimes multiple, generally sloughy in 
part. The cystoscopic picture or the rectal feel 
may suggest an indurated base. Microscopically 
they show carcinoma. Fulguration does not par- 
ticularly affect this tumor. The method which 
Barringer uses at present is as follows: From 100 to 
200 millicuries of radium, screened with 0.6 mm. of 
silver and 1.5 mm. of rubber, are put up so as to 
form a capsule about one inch long and one-eighth 
inch in diameter; to this is attached a long stout 
double linen thread. A direct cystoscope is in- 
troduced into the bladder; the capsule put through 
its sheath and the cystoscope withdrawn, leaving 
the radium in the bladder. The linen thread at- 
tached to the tube runs through the urethra and 
appears at the meatus. The patient remains in bed 
during the application. The capsule does not in- 
terfere with urination. 

Nine bladder tumors have been treated by the 
method above described, with the following re- 
sults: One patient died three months after irradia- 
tion. This patient had an extensive inoperable 
carcinoma of the bladder base. Three patients had 
been too recently treated to make any report. In 
two other cases the symptoms are about the same, 
and the patient’s general condition is slightly im- 
proved, but the carcinomata still persist. In two 
of the nine cases the growth had disappeared. One 
has only been recently examined cystoscopically, 
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notwithstanding the radium was applied in January, 
1916. In the other the growth has been absent by 
cystoscopic examination for three months. In 
both of these cases microscopic sections of the tumor 
showed carcinoma. 

The problem involved in the diagnosis and treat- 
ment of carcinoma of the prostate is different from 
that of carcinoma in the bladder. Because the 
carcinoma starts in the interior of the prostate 
gland, and radium by urethra or rectum often causes 
intense irritation, Barringer has applied the radium 
by a different method. A needle 4.5 inches long 
and about 18-gauge has been used. From 50 to 
100 millicuries of radium have been placed in the end 
of this needle for a distance varying between three- 
fourths to one and one-half inches, according to the 
indications of the individual case. The patient 
is placed in a lithotomy position. A finger intro- 
duced into the rectum and the perineum between the 
urethra and rectum is anesthetized with novocaine, 
1 per cent. He has frequently inserted the needle 
without an anasthetization, causing very little 
pain. ‘The needle is then plunged into the perineum 
between the urethra and rectum, and, guided by 
the rectal finger, the end of the needle is passed 
into the middle of one or the other of the carci- 
nomatous lobes. After the needle is introduced, 
the patient frequently does not feel its presence. 
The needle is left in place from four to six hours. 
If it is desired to irradiate the other lobe, the 
needle is pulled out of the first lobe and intro- 
duced into the second and left there the proper 
time. 

Five patients have been treated by the needle 
method. In but one of these cases was a specimen 
obtained for pathologic examination. One patient 
died two months after the treatment. He had an 
extensive carcinoma of the prostate and vesicles. 
One of the patients has been too recently irradiated 
to determine the result. The other three patients 
have all improved symptomatically. 

The following summary is made: Nine cases of 
bladder carcinoma have been treated and two of 
these have shown the complete and rapid dissap- 
pearance of the growth. ‘These cases were car- 
cinomatous by cystoscopic appearance and micro- 
scopic examination. ‘Time only will tell whether 
these patients are cured. In one case of prostatic 
carcinoma, treated for six months, the carcinoma and 
the symptoms have markedly regressed. In an- 
other case, treated three months, possibly border- 
line, the symptoms have improved. Of three 
other patients treated, one is dead, one has only 
recently been treated, and one is doing a full day’s 
work and could not be reached for examination. 

C. R. O’CrowLeEy. 


Shipley, A. M., and Lynn, F. S.: Some Remarks on 
Prostatectomy. South. M. J., 1916, ix, 985. 


The authors confine their remarks to the subjects 
of infection and hemorrhage associated with pros- 
tatectomy, discussing the various methods of treat- 


ment in these conditions and giving the plans they 
consider of greatest value. 

In hemorrhage, all methods have been tried and 
most of them found unsatisfactory, with the ex- 
ception of Deaver’s method of ligature and suture, 
which they find most certain and efficient. 

In regard to infection, the authors use either a fresh- 
ly prepared suspension of Bulgarian bacilli, the usual 
dose of 3 to 5 ccm. daily, or three tablets are crushed 
in several ounces of sterile water and injected once 
daily. The bladder is irrigated with sterile water 
through a catheter, and the Bulgarian bacilli are 
then injected. They have used it with most bene- 
ficial results as a preliminary preparation for 
prostatectomy. 

They report their results in a few cases, and in 
conclusion state that the efficacy of this treatment 
has been demonstrated not only as a palliative 
measure and as a preparatory measure to operative 
treatment, but also as a postoperative measure. 

Louis Gross. 


Cabot, H., and Crabtree, E. G.: The Mechanism of 
the Protection Afforded by the Drainage of 
Prostatics as a Preliminary to Operation. 
Boston M. & S. J., 1916, clxxv, 633. 


It is now generally accepted that preliminary 
drainage before operation for prostatic obstruction 
is an important factor in reducing the mortality in 
such operations. The authors give a concise, clear, 
logical statement of the results of their studies of 
the mechanism of protection which such preliminary 
drainage affords. They also give most interesting 
suggestions as to the practical application of the 
deductions which they have made. The following 
abstract presents the chief points of their com- 
munication but the paper should be read in its 


‘entirety by all interested in this field of surgery. 


The importance of preliminary drainage is by no 
means equal in all cases presenting themselves for 
operation. It is most essential in the cases with 
overdistended and uninfected bladders, it is least — 
required in the patients with thoroughly infected 
bladders but regularly emptied — patients leading 
a catheter life. Between these two extremes are 
placed the cases with moderate residual without 
infection. 

The benefits resulting from preliminary drain- 
age depend upon two factors: (1) relief of back 
pressure with resulting equalization of kidney circu- 
lation, and (2) infection — pyelonephritis. ‘This 
infection occurs in the majority of cases and is 
particularly difficult to avoid in cases with over- 
distended, uninfected bladders. The probability of 
infection is increased by the use of an indwelling 
catheter. 

The relief of back pressure upon the kidney and 
the infection of the kidney which accompanies 
drainage so commonly, both affect renal function. 
For the determination of renal function the phtha- 
lein test is regarded on the whole as the most useful 
measure. 
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Grouping together all cases with residual urine, 
large and small, infected and uninfected, drainage is 
followed first by a drop in function, second, a period 
during which the function remains more or less low, 
and, third, a return of function to a point somewhat 
below the original level, but sometimes equaling 
or even exceeding it. The greatest fall is to be 
expected in cases of recently overdistended unin- 
fected bladders, while the least reaction is seen in 
cases with a moderate infected residual. The 
great reduction in function occasionally seen is 
believed to be due to a composite process; in part 
due to acute congestion of the kidney following the 
relief of back pressure and in equal part due to 
infection pylonephritis. 

Opportunity was afforded to study these two 
factors separately in a small group of cases. The 
depression of renal function in each group of cases 
is shown graphically by charts. With the operation 
of these two factors more clearly understood it is 
possible to explain why the greatest drop in function 
should occur in the overdistended uninfected, and 
little or no drop in the moderately distended infected. 
In the former case two factors tending to reduce 
kidney function become operative about the same 
time. 

The patient with infection is exposed to the drop 
in function resulting from what is called decompres- 
sion, but is protected from an intercurrent pyelo- 
nephritis by the immunity which he has established 
as a result of a previous infection. This is believed 
to account for the notoriously better results of 
emergency operations upon patients leading a cath- 
eter life. 

Before the days of preliminary drainage, mortality 
was high in the overdistended uninfected. These 
patients were expected to survive three more or 
less lethal assaults. All tending to depress renal 
function and all attacking him at substantially the 
same time, namely, decompression, congestion, 
operation, and pyelonephritis. Drainage has had 
the effect of separating these factors in point of 
time so that decompression comes first, pyelone- 
log second, and if the patient survives, operation 
third. 

Less attention has been paid to intercurrent in- 
fection than it deserves. The authors believe this 
form of infection, largely produced by the colon 
bacillus, is confused in the literature with what is 
called pyelitis. That this infection actually involves 
the kidneys and is to be considered as an excretory 
type of infection is evidenced by the marked de- 
pression of renal function which accompanies it. 
There is a moderate amount of pathological evidence 
in support of this view. A case in point is detailed. 
Permanent changes which occur are found in the 
pelvis producing a chronic catarrhal pyelitis giving 
rise to a persistent bacilluria and are the source 
from which recurrent invasions of the kidney, chiefly 
in its interstitial portions occur. 

As to the modes of entrance of the bacilli into the 
circulation the evidence at hand indicates that the 


infection is hematogenous in origin, the source of 
the infection is in the prostate, urethra, or bladder. 
The authors look upon the pyelonephritis following 
drainage as a very important factor. The im- 
munity resulting from this infection is of more benefit 
to the patient than the decompression of the kid- 
ney. Hence the chief benefit to the patient of 
drainage, is infection, not because the infection is 
desirable but because the immunity which results 
therefrom gives him a security which it has not 
been possible to obtain in any other way. 

Based upon the above conception of the réle and 
importance of infection of the kidney with the result- 
ing immunity in operation upon prostatics the 
authors propose a method of producing an immunity 
to pyelonephritis less violent than the actual pro- 
duction of the disease. The method consists in the 
production of passive immunity by vaccination. 
Their work on this problem has been carried on for 
a period of only six months, but they have satisfied 
themselves that so far as agglutination can be re- 
garded as a measure of immunity they have been 
able to produce it in their patients. They have 
worked with a single strain and with a variety of 
strains combined; at first on uninfected cases and 
later with infected cases in an effort to produce im- 
munity in the one class or to raise their immunity 
in the other. The authors expressly state that the 
above is presented only as the beginning of a piece 
of work in order to draw attention to it, that the 
efforts of others may supplement their own en- 
deavors should it seem worthy of further con- 
sideration. H. A. Fow er. 


Loumeau: Late but Fortunate Intervention on 4 
Prostatic with Retention, Calculus, Profoundly 
Infected and Intoxicated and at the Same 
Time Attached by Chronic Aortitis and Cardiac 
Hypertrophy (Tardive mais henreuse interven- 
tion vesicale sur un prostatique rétentionniste, 
calculeux, profundement infecté; et intoxiqué, en 
méme temps qu, atteint d’ aortite chronique et d’ 
hypertrophie cardiaque). J. de méd. de Bordeaux, 
1916, lxxxvii, 283. 


Loumeau’s patient was a man of 68, the exami- 
nation of whom showed that a vesical infection 
was the source of his troubles and dominated the 
situation. After a suprapubic incision a phosphatic 
calculus weighing 55 grains was extracted from the 
midst of an enormous mass of pus. 

The patient had been suffering for many years 
from calculous cystitis and had gradually weakened, 
having aortic and cardiac complications; moreover 
the prostate had become oedematous and had at- 
tained the size of an orange. Loumeau considered 
that the prostatectomy could be deferred and per- 
formed later as a secondary operation. As a matter 
of fact the vast and general improvement in the 
patient’s condition has rendered the prostatectomy 
unnecessary up to the present time. 

The point to which Loumeau directs special 
attention is the necessity of performing prostatec- 
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tomy in two stages in old patients who are badly 
attacked, instead of doing the whole operation at 
one time as has been the custom, among all kinds 
of patients. Bladder operations should be distinct 
from those on the prostate, separated by an in- 
terval which may in some cases extend to months. 
In the case referred to the patient would have cer- 
tainly succumbed to either shock or infection if 
Loumeau had attempted a prostatectomy in ad- 
dition to the cystotomy at the same time. 
W. A. BRENNAN. 


MISCELLANEOUS 


Bovin, E., and Olow, J.: The Treatment of Genital 
Tuberculosis (Die Behandlung der Genitaltuber- 
kulose). Tr. XI North. Surg. Cong., Goeteborg, 
1916, July. 

After giving an exposition of the modern concep- 
tion of the etiology, pathological anatomy and diag- 
nosis of genital tuberculosis, Bovin’s conclusions 
may be summarized as follows: 

In the earlier stages in which it is impossible to 
recognize the tubercular nature of the trouble the 
treatment should be the same as in the other forms 
of salpingo-oophoritis, non-operative. If a probable 
diagnosis of tuberculosis is made, the treatment 
should be expectant in a sanitarium and should be 
supplemented by heliotherapy, radiotherapy, etc. 
The patient should be observed over a long period 
of time. More advanced cases, especially those 
which have not improved by the expectant treat- 
ment, should be operated upon if the other organs 
are in such condition that the operation will not 
endanger the life of the patient. In far advanced 
cases with extensive adhesions extirpation of the 
entire mass should not be undertaken. A miliary 


tuberculosis of the peritoneum with or without ° 


ascites is not a contra-indication to the operation. 
The operation should be performed abdominally 
and not vaginally. As a general rule both tubes 
should be taken out. Macroscopically sound 
ovarian tissue should not be removed even after 
resection of a part. The uterus may be left intact 
unless an extensive involvement of the organ exists. 
In cases of isolated tuberculous endometritis 
hysterectomy should not be performed immediately, 
a currettage combined with proper general tonic 
treatment may lead to complete cure. 

Bovin. bases his conclusions upon 55 cases of 
genital tuberculosis from the material of Salin, 
Westermark, and his own. Of the 55 cases one died 
shortly after the operation from acute peritonitis; 
3 died 4, 9 and 18 months after, respectively, from 
causes in part due to the operation: bowel or 
urinary fistula. Three patients died one and one- 
third, 5 and 5 years after of pulmonary tuberculosis. 
Three patients left the hospital with open bowel 
fistula, one with a vaginal fistula, and 12 with 
abdominal wall fistula. Of these 13 healed spon- 
taneously in the course of a few months to two years. 
Of 43 patients who appeared for re-examination 


almost all were well and able to perform their 
daily work one to fifteen years after the operation. 

Olow protested against the views brought out 
by Kroenig at the fourteenth convention of the 
German Society for Gynecology. His investiga- 
tions of the 27 cases at the clinic at Lund show that 
Kroenig’s contention that genital tuberculosis with 
rare exceptions leads to death is untenable. There 
are cases in which the genital tuberculosis by spread- 
ing to the surroundings, especially to the perito- 
neum, endangers the life of the patient. There is a 
vital indication for the operation; it may not be 
present often but there is one. And since according 
to Olow the symptoms of genital tuberculosis are 
more serious than believed by Kroenig and the 
results of the operation so satisfactory (among 27 
cases, 1 death, 1 mechanical ileus, 2 fecal fistule, 
and 1 abdominal wall fistula, all cured spontaneous- 
ly; 23 re-examined patients all healthy and able to 
work, one to nine and one-half years after the op- 
eration), Olow comes to the following conclusions: 
Where the genital tuberculosis is the only clinically 
demonstrable localization of tuberculosis or where 
the genital tuberculosis is the only active symptom 
producing lesion the tuberculous organs should 
be removed by operation before a spreading of the 
lesions to their surroundings make the operation 
too serious. If extensive adhesions have already 
formed in the abdomen extirpation of the tuber- 
culous organs had better be omitted. The local 
operative treatment should always be supplemented 
by constitutional treatment in all its forms. In 
regard to the operation Olow states: tuberculous 
tubes, with complete or partial involvement, should 
be removed entirely. Ovaries affected’ by tuber- 
culosis even though only superficially and slightly 
hardened should be completely removed. A tuber- 
culous uterus should in general be removed; but in 
the milder forms of involvement an attempt with 
the Pfannenstiehl method may be tried and a 
portion of the ovary may be left to retain the 
menses. In case the uterus does not show definite 
signs of involvement and the involvement of the 
adnexa is such that a portion of them may safely 
be left then the uterus may also be left; if, however, 
the involvement of the adnexe is so extensive that 
their complete removal is necessary then the 
conditions found at operation, technical difficulties, 
etc., must decide whether the uterus should be re- 
moved or not. If the uterus is left in place then the 
patient should be observed closely to observe 
whether the tuberculous process progresses and if 
so he should be subjected to the proper treatment. 

The discussion which followed showed that a 
complete uniformity of opinion exists among the 
Scandinavian gynecologists regarding the treatment 
of genital tuberculosis. ‘Operation in the early 
stages” was the predominating note of the entire 
discussion. 

MANNHEIMER reported the following results 
from his own material: there were 22 operated 
cases. One death occurred from the operation as a 
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result of peritonitis; there were 18 uneventful re- 
coveries; 2 patients went home with an abdominal 
wall fistula. Further investigation showed that 
of 20 patients one had died of pulmonary tuberculo- 
sis; one is ill of the same trouble, and the others are 
all well and able to work daily. 

LinpguIst reported the following results: 20 
cases; 14 uneventful recoveries, 6 went home with 
a fistula of the abdominal wall. Of 18 who were 
investigated one had died 9 months after the op- 
eration from cerebral hemorrhage. Of the others 
one still has pains in her abdomen, and obstipation; 
one other is unable to work on account of nervous- 
ness; and one has irregular bleeding. All others 
are well and able to work regularly. 

FROELICH reported 50 cases from Kaarsberg’s 
clinic, 25 with hysterectomy or bilateral salpingo- 
oophorectomy, 25 with less extensive adnexe opera- 


tions. Among the former 2 died as a result of the © 


operation; 2 later, one six months after the op- 
eration from hemorrhage and a persisting abdom- 
inal wall fistula; one died of progressive genital 
and peritoneal tuberculosis; 9 are improved and 
11 are well. No report was obtained from one. 
Of the 25 of the latter group there were no fatal- 
ities due to the operation; one died later of cerebral 
hemorrhage, 4 are improved, and 18 are well. 


No reports from 2 cases. Froelich protested 
against currettage in tuberculous endometritis in 
addition to laparotomy, as advised by Olow. 

L. A. 


Stellwagen, T. C.: Impotence in the Male. JN. V. 
J., 1916, civ, 879. 

The problem of sexual weakness or impotency is 
of great importance and not well understood. Many 
methods of treatment have been devised and nu- 
merous drugs and combinations tried with many 
failures. 

The author reports the use of anterior lobe 
pituitary body in six cases, varying in age from 35 to 
62 years, with apparent cures. From two and one- 
half to five grains of the preparation were given 
three times daily in conjunction with tonics, pro- 
static massage, and regulation of diet. 

No untoward symptoms have been produced by 
the administration of the preparation, except slight 
hyperacidity of the gastric juice. 

The fact that prostatic massage and some other 
remedies were used in the treatment of these cases 
in a measure invalidates the testimony in favor of 
the anterior lobe pituitary body, but the preparation 
scems to have played a decided part in the cures. 

H. G. Hamer. 
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EYE 


Castresana, B.: Difficulties of Diagnosis when De- 
velopment of a Choroidal Sarcoma Begins 
(Dificultades de diagnostico cuando se inicia el 
desarrollo del sarcoma de la coroides). Siglo méd., 
Madrid, 1916, lxiii, 674. 


A diagnosis of sarcoma of the choroid can be made 
by means of the ophthalmoscope, using these 
symptoms as supporting evidence: the haze which 
troubles the patient; the luminous sensations; 
scotoma with progressive diminution of the visual 
field; metamorphosis when the tumor is situated 
on the macula; the increase of tension. 

The presence of these signs added to the ophthal- 
moscopic observations: the abnormal position; the 
slight motility; the presence of a vascular net of new 
formation in the back of the retina in the region in 
which ihe tumor is developed; lastly, the presence 
in this region of small hemorrhagic foci; all these 
form a clinical picture sufficiently perfect to diagnose 
melanic sarcoma of the choroid in the early period 
of its evolution. W. A. BRENNAN. 


Basterra: Tuberculosis of the Conjunctiva (Tu- 
berculosis de la conjunctiva). Rev. Ibero-Am. de 
cien. méd., Madrid, 1916, xxxvi, 235. 


The case reported was that of a woman of 43 whose 
previous history showed neither tuberculosis nor 
syphilis. In August, 1915, a small pimple appeared 
in the internal part of the free border of the lower 
left eyelid, which disappeared and was followed a 
little later by another with pus. 

Later developments brought her to the clinic in 
the November following when an ovaloid tumor was 
seen in the place involved. The tumor was pain- 
less and soft. The rest of the eye was normal. 
The tumor was extirpated under local anesthetic 
followed by cauterization. 

Recovery was normal and has persisted to the 
present time. Histological examination of sections 
of the removed tumor show very palpable evolution 
of tubercles. W. A. BRENNAN. 


Carrasco, E. A.: Radical Extirpation of the Lachry- 
mal Sac (Extirpacion radical del saco lagrimal). 
Rev. Asoc. méd. argent, 1916, xxv, 179. 


The author’s report is based on 110 personal inter- 
ventions. Siedel’s technique —the intra-orbital in- 
jection in the tract of the nasociliary nerve of 2 ccm. 
of a 2 per cent solution of novocaine with some drops 
of adrenalin — produces a complete anesthesia of 
the region of the lachrymal sac which is much supe- 
rior to that of simple infiltration of the tissues, and 


suffices in practice for the complete painless ex- 
tirpation of the sac. 

To extirpate the lachrymal sac an incision of the 
teguments suffices, as they are in exact correspond- 
ence with the topographical situation of the sac. 
We are consequently guided by the anatomical 
situation of the sac and not by that of the angular 
vessels, because it is indisputable that although 
there is greater hemorrhage produced by the section 
of the angular vessels it is easily controlled by 
forceps, and instead there is obtained the greater 
benefit of facilitating the dissection of the upper 
third of the sac. 

Also because the adoption of an infraligamentous 
incision does not remove the possibility of injury to 
the vessels at the dissection of the upper third of the 
sac which is very frequent in —, 


EAR 


Durkee, J. W.: The Relation of Ear Pressure to 
Nose and Ear Disease. Laryngoscope, 1916, xxvi, 
1268. 


By means of a water manometer and a recording 
instrument, the intranasal air pressure was measured 
and the following conclusions reached: 

1 It is possible by measuring the air pressure in 
the nose in a large number of cases, to find the av- 


. erage pressure and to call this the normal pressure, 


but as there are many factors that can alter the char- 
acter of respiration, and in this way change the air 
pressure in the nose, it is not possible to call any 
nose abnormal in which the air pressure differs from 
the average. 

2. The determining of the air pressure in the nose 
or the character of the nasal respiratory curve can- 
not, as was at first hoped, be of any great value in 
determining the presence or absence of nasal 
obstruction. 

3. The average measurements obtained by 30 
examinations representing about 100 complete 
respirations made at various times upon the pa- 
tients who were perfectly familiar with the passage 
of the catheter, and because of this, breathed nor- 
mally during the examinations, and in whom the 
nose was normal is as follows: normal air pressure 
in the nose at the middle of the inferior meatus plus 
2.5 and minus 3-4 mm. of water; in the nasopharynx 
plus 2.6 and minus 3.5 mm. of water. 

4. In the normal nose the negative pressure dur- 
ing inspiration is practically always greater than the 
positive pressure during expiration. 

5. In the presence of marked unilateral nasal 
stenosis there is found back of the nasal obstruction 
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a negative pressure that is greater than normal but 
also an increase of the positive pressure, and the 
increase of the negative over the increase of the posi- 
tive pressure is only four-tenths of a millimeter. 

6. In the side of the nose that is unobstructed the 
increase of both the positive and negative pressure 
is greater than on the obstructed side, and here the 
increase of the negative pressure over the increase 
of the positive pressure is seven-tenths of a milli- 
meter. 

7. It would seem that any effect the increase of 
the negative pressure during inspiration might 
have in causing a congestion and later a thickening 
of the mucous membrane of the nose, would be over- 
come by the positive pressure during expiration. 

8. It does not seem possible that the increase of 
negative pressure that was found is great enough to 
cause any rarefaction of the air in the closed eusta- 
chian tube or any retraction of the drum at its 
outer end. 

9. Mouth-breathing in cases of nasal obstruction 
causes a lowering of both the negative and positive 
air pressures in the nasopharynx, rather than an 
increase. 

to. During the act of swallowing in cases of 
nasal obstruction there is in the nasopharynx neither 
a negative nor a positive, but just atmospheric 
pressure. 

11. From the above investigations it can be said 
that in cases in which there is nasal obstruction, the 
negative air pressure in the nose and nasopharynx 
during inspiration, with the mouth closed or open, 
or during the act of swallowing, is not to be con- 
sidered a cause of ear disease. Orto M. Rorrt. 


Crane, C. G.: Double Cavernous Sinus Thrombo- 
phlebitis Secondary to Middle Ear Infection 
Without Involvement of the Mastoid or the 
Other Venous Sinuses. Laryngoscope, 1916, 
Xxvi, 1283. 


A detailed case report is given followed by a re- 
view of the literature. 

In this case the infection in the middle ear passed 
through the veins of the diploe or the veins of 


Breschat which are numerous in the petrous portion 
of the temporal bone. These veins connect the 
veins outside the skull with the venous sinuses 
through the numerous cerebral veins. The veins of 
the diploe in the region of the tympanum connect 
with the inferior cerebral veins. The middle 
cerebral vein, which was found on autopsy to be 
filled with pus, is the largest of the inferior cerebral 
veins and it pours its blood directly into the caver- 
nous sinus. The vein of Trolard commences on 
the parietal convolution and passes horizontally 
along the fissure of Sylvius and pours its blood into 
the anterior part of the cavernous sinus. ‘This 
vein also receives blood from the diploic veins. It 
was through these veins that the infection in the 
middle ear found its way into the cavernous sinus 
of the same side and the circular sinus made further 
progress to the other cavernous sinus inevitable. 
Orto M. Rorr. 


Putnam, F. J.: Suppurative Mastoiditis —a Sur- 
gical Emergency. J.-Lancet, 1916, xxxvi, 531. 


The author makes a plea for early operation, par- 
ticularly when daily tests and observations show 
that the disease is progressing, or what is the same 
thing, that the condition is not improving. Three 
weeks is usually long enough to wait for spontaneous 
cure. Longer delay imperils the hearing power of 
the diseased ear as well as inviting such grave com- 
plications as sinus thrombosis, brain abscess, and 
meningitis. M. Rorr. 


Law, F. M.: Roentgenography of the Mastoid. 
N. Y. St. J. Med., 1916, xvi, 517. 


The author discusses the value of the roentgeno- 
gram in connection with the history, clinical and 
laboratory findings, in making a diagnosis of mas- 
toiditis. He notes the difference in shadow density 
produced by the different pathological conditions. 
The further value of the X-ray is that it is possible 
to show the patient the condition and thus convince 
him of the necessity of an operation. The picture 
will also show the extent of the cells as well as their 
size. Orto W. Rort. 
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THROAT 


Coakley, C. G.: Epithelioma of Larynx Treated by 
Radium. Laryngoscope, 1916, xxvi, 1250. 

The author reports a case and reaches the follow- 
ing conclusions drawn from his study: 

1. Radium applied externally has caused a 
marked diminution in the size of the carcinomatous 
infiltration of the right cord. 

2. The vocal cord moves more freely after 
the radium has been applied. 

3. The former site of the tumor is occupied 
pretty constantly with a grayish exudate; whether 
this is or is not evidence of malignant infiltration, 
can be determined only by microscopical examina- 
tion. 

4. The voice is not so good as when first seen. 

5. The voice is not so good as patients usually 
have following a hemilaryngectomy. 

6. There is a late appearance of infiltration of the 
neck, which appears to be due to the action of the 
radium, rather than to secondary malignant 
deposits. 

7. The patient is in good health and has taken on 
ten pounds in weight during the past year. 

8. If no treatment had been instituted the pa- 
tient would doubtless have been dead before this 
time. Otro M. Rott. 


Axhausen, G.: The Operative Treatment of Supra- 
laryngeal Pharyngeal Stenosis by External 
Pharyngotomy and Consecutive Plastics (Die 
operative Behandlung der supralaryngealen Phar- 
ynxstenose durch Pharyngotomia externa und 
Lappenplastik). Arch. f. klin. Chir., 1916, cvii, 
533- 

Axhausen gives the details of two highly developed 
cases of pharyngeal stenosis in which he made a 
prior external pharyngotomy followed by a plastic 
operation about a month later. In both cases he 
had entirely favorable results which were permanent. 
He was able to establish intra operationem that the 
displacement of the larynx could principally be 
traced back to the pharyngeal stenosis caused by the 
restricted swollen and overlapping mucous mem- 


brane. By repeated laryngoscopical examinations - 


during the healing process it was seen that the lumen 
of the larynx became increasingly enlarged, owing 
to the retraction and tension of the surrounding 
mucous membrane, until finally the lumen was 
quite sufficient for easy respiration. 

Axhausen thinks that in severe stenosis there is 
undoubtedly a great advantage in the radical op- 
eration which he practiced; and from its successful 
results in these two cases he feels qualified to ex- 
press the opinion that severe supralaryngeal pharyn- 
geal stenosis can be operated upon in a typical man- 


ner by external pharyngotomy with a following 
plastic operation; moreover, that in a relatively 
short time a radical cessation of the pharyngeal 
stenosis can be obtained with certainty and that 
at the same time a laryngeal displacement if 
present, is so rectified that respiration is greatly im- 
proved. W. A. BRENNAN. 


Imperatori, C. J.: Sudden Death During Bron- 
choscopy; a Preliminary Report of a Physio- 
logical Study. Laryngoscope, 1916, xxvi, 1257. 

The author’s conclusions based on animal ex- 
perimentation are as follows: 

The pleural cavities normally are under negative 
pressure. Entrance of the atmospheric pressure 
within the cavity produces a collapse of the lung, 
and the concomitant symptoms of asphyxia. 

In the human one would not be warranted in say- 
ing that collapse of one lung would cause death, un- 
less the conditions were exceptional. This sudden 
pulmonary collapse in an otherwise healthy lung 
produces sufficient respiratory inhibitory impulses 
to inhibit respiration for a time. These impulses, 
in turn, through association fibers in the nucleus of 
the vagus are sufficiently powerful to communicate 
themselves to the efferent inhibitory fibers of the 
vagus governing the heart. Thus there is a res- 
piratory cardiac inhibition, with the concomitant 
symptoms of asphyxia. 

The painful stimuli that are produced by the 


. puncture of the pleura and the atmospheric pressure 


within the pleural cavity must also be taken into 
account, as these stimuli may be sufficiently strong 
to inhibit respiration for a time. 

Practical conclusions reached are: 

1. Extreme gentleness should be the watchword - 
for all endoscopy. 

2. To properly endoscope the bronchi, force 
is not necessary. Successful results are obtained by 
the proper manipulation of the tube, and the amount 
of trauma is thus necessarily lessened. 

3. The amount of force required to pierce the lung 
and visceral pleura in some instances is very slight. 

4. In those cases in which a foreign body has 
been lodged within the bronchi for some time, and 
knowing that the lung tissue is less resistant be- 
cause of the consequent inflammation incident to 
the pressure of the foreign body, extra precautions 
should be taken and extreme gentleness be used 
that perforation and a possible fatal outcome be 
avoided. 

5. Sudden increase in the number of respirations 
during bronchoscopy and particularly during en- 
doscopy of the smaller tubes, should put one im- 
mediately on guard against possible perforation 

Orto M. Rorrt. 
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